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David E. Comstock

LAW OFFICES OF COMSTOCK & BUSH

199 N. Capitol Blvd., Suite 500
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({208)344-7700 DISTRICT OF IDAHD

ISB No.: 2455 0CT 29 2003
Attorneys for Plaintiff M. REC'D
LODGED FILED

IN THE UNITED STATES DISTRICT COURT

FOR THE DISTRICT OF IDAHO

CHRIS J. DENNISON
Case No.: CV02-0507-S-LMB

Plaintiff, AFFIDAVIT OF DAVID E. COMSTOCK

V.

CONTINENTAL CASUALTY COMPANY
an lllinois corporation; CNA GROUP
LIFE ASSURANCE COMPANY, a
wholly owned subsidiary of Continental
Casualty Company, RURAL
TELEPHONE COMPANY, and Idaho
corporation

Defendants.

il il

STATE OF IDAHO )

)
County of Ada }

I, David E. Comstock, being first duly sworn upon oath, depose and state as

follows:
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| am the attorney for the Plaintiff in the instant matter, and as such have personal

knowledge of the facts set forth herein.
1. Attached hereto as Exhibit A, is a true and correct copy of the

Administrative Record in this maftter; and

2. Attached hereto as Exhibit B, is a true and correct copy of the ORDER in

the matter of Casper v. Idaho Fresh Fak, Inc., United States District
Court, District of Idaho, Case No.: CV 00-349-E-MHW.

Further your Affiant saith naught.

Dated this 2.9 " day of October, 2003 '

Qévid E/Comstock

SUBSCRIBED AND SWORN to before me this 2! day of October, 2003,

\“\\mumnu,,

;a*‘ ;'% TR,

NOTARy % & Notary Public for thg'State.g
*5‘ - 5,‘% Idaho, residing at L0
3 iTE ‘aai e
% PURBLIC §. My Commission Expires: izl
| . -
R TTIT i ‘(\‘s‘s"

"’mu%m\\\\“
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CERTIFICATE OF SERVICE

| hereby certify that on this 74! day of October, 2003, | served a true and correct
copy of the above and foregoing instrument, by method indicated below, upon:

Robert A. Anderson [~  Facsimile (208) 344-5510
Phil Collaer {1  Hand Delivery
ANDERSON JULIAN & HULL LY U.8 Mail

250 S. 5" Street, Suite 700

PO Box 7426

Boise ID 83707-7426
Attornsys for Defendant Rural

Donald F. Garey L}~  Facsimile (208)529-0005
Robert D. Williams (1 Hand Delivery

2325 W. Broadway, Suite B

Idaho Falls, 1D 83402-2948
Attorneys for Defendants CNA & Continental

1) ';,J/ /(

l{ﬂavnd/l’;‘ Comstock
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53958 3/07

Claim Agalysis Record @)

Cata Qf Motice:

—iaimant Namae:

S RIS Deninsisans

Ermployer Contact;

JBETMES fheariac

Claimant Te?ephone:
Employer Talephone:

2/05/6 2 A

ZOF-65¥-009 7
FOE~ 340~ zgry

EX

A

Last Date Warked: | First Da of Treatrment | Date of Loss| Date of Birth:| Age at DOL: Is Claimart Working?
2/ 7/62 ife9/00 2lgloe | /0/F/50 57 3 Yes 1 No
Qceupation: /DV? fro)te Diagnosis: 22l 2 l_u,w\m_w 5/0 &ukgcu
e T S LT DT e e p e A HANDLING ™
Contract Reviewed: { E Yes [ ] No tnitials: \\M
Folicy Numkber: l §37/6%y o
Salary: ‘ e /AG.00
Elirmination Period: e
Benefit: EZ 07 Y% SOCHE max
Class: / |
Location: -
Maximum Payable Pericd; Own Oce MPP f =Y n
Any Oce MPR | Kuzvwsmsns P92
Premium Paid Thru Date: \'\-Q\,\ |
Contract Typs ] PDI SEDI
Group EDOC £/ /59
CocC: [] Yes {E/No
Date of Hire: 7/1/97
B full time ] part time
Rehire Date: -
Waiting Period: JO
Minimum # of Work Hrs: el
Employee’s EDOC: 51757
Contribution Percentage ER% JOU EE% T ‘
B mas |
120% Participation Reguirad? ﬁ Yes (1 No TN ]
E -rollment Card Received: (] Yes E‘}No
_L 2 Card Sigred: —_—
L 2 Enrolles: ] vYes T No '/55() 5'/§/f551
Lz Appen Flle: [ Yas L2 No & oiia o
I mep lssue: [ Yes a Na T e T
F  :f of Premium Received: Q/Yes [ ] Na 000001
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IMSURANCE IN TOUGCH WITH BLISINESS

Dariz Glass AN

Appeals Committae Membar ]
Tafaphona  B00-303-9744 xG272
Faczimile  407-919-6574

FQ Box 946710 Maitland FL 32794

June 24, 2002

Chris Dennison
8975 W Hollandale Drive
Boise, ID 83709

Claim Number: 2395634

Policy Number: 83116494

Underwrittan by: Continental Casualty Company

Services provided by: CNA Group Life Assurance Company

Dear Mr. Dennison,

Appeals completed a comprehensive review of your long-term disability claim as requested. Qur
review is based on the medical evidence that was submitted to CNA and was relied upon to conclude
the determination of long-term disability benefits. After review of your file, in its totality, we must
reaffirm the denial of benefits based on the following medical evidence and policy provisions. Appeals
agreed with the intent, content, and conclusion brought forth by the denial letter written on 3/15/02

and some informaticn may not be repeated.

Accarding to the policy provisions: *Disability” means that during the Elimination Period and following
24 months, Injury or Sickness causeas physical or mental impairment to such a degrae of severity that

You are:
1. continuously unable to perform the Material and Substantial Duties of Your Regular Qccupatian;

and
2. not werking for wages in any occupation far which You are or become qualified by educatian,

training or experience.”
Accaording to the information within your file, you ceased work on 2/7/02 due to back pain.

Dr. Frizzell filed out a physician's statement listing your diagnosis faited back syndrome, status post
lumbar, and cervical surgeries. You complained of constant neck and back pain from muitiple past
surgeries. Dr. Frizzell listed your physical limitation as no lifting, pushing/pulling over 5 paunds. No
pralong sitting or standing and only occasional bending and twisting.

Your employer submitted a job activity statement listing the physical requirament for the occupation
as a Controller, The physical requirements that were provided were listed as follows: sitting for 10 to
12 hours with 1 to 2 hours of standing and walking per day. Occasional lifting baxes containing per
and records from 20 to 50 pounds were required. You employer stated that lifting boxes wers not &
necassary part of your occupation and lifting could be accommodated.

000002




2.

A gervical spine x-ray was performed on 1/2%/02 showing a sciid appearing fusion from C5-8 znd
mild to moderate disc degeneration. The spine was in normal alignment with no fractures or
subiuxation and the preveriebral soff tissues were unremarkable. A lumbar spine X-ray was zlso
parformed on the same date that showsd mild to moderats degenerztive disk disease, no

spondylolysis or spendylolisthesis.

An MR of the entire spine was parormed on 2/4/02 that the cervical spine showed there was ng
evidencs of disk herniation, cegenerative changes and postericr disk bulges wersa identified; howevar
the cervical cord maintained normal size, shape and signal throughout. The thoracic spine showed a3
normai signal with mild degenerative changes without evidence of spinal stenosis or neural feraminal
narrowing. The lumbar spine shcwed mild ¢changes of degenerative disk disease and small postural
protrusicn with mild to moderate siznosis without herniation,

Dr. Frizzall submitted a correspondencs dated 5/21/02, indicating that you have been under his care
for low back and cervical neck surgeries and that you are disabled for your sping conditicn. Dr.
Frizzail noted that you ars not atle to work with accommedations and you have rmaumatclogical
cisease with positive lupus studies. Cn 3/21/02, Dr. Fizzell submitted a positive titer for anti-nucizar,
The laboratory noted that a positive ANMA result may be seen in 2 variety of diseases and healthy
individuals. its interpratation depends on clinical findings and other laboratory data, An ESRE was also
performed (a nonspecific test used to detect illngss associated with acute and chranic infection or
inflation. This test result was normal {2}, (narmal is 0-20).

While we acknowl!edge the medical tests may have reveated some abrnermal findings; there were no
physical examination within yaur clzirm filte performed by your physicians to correlate clinical findings.
Cr. Frizzell provided resinctions in the physician's statement that fell within the material and
substantial duties of your occupation as a Contreller. Lifting 20 to 50 pounds of boxes containing
papers was listed as occasional, which wauld not be a material and substantial requirement of your
occupation. Dr. Frizzell then submitted a correspondence noting that you would not be able to
perform your occupation with accommedations; however, he did not submitted any evidence to
support a functicnat impairment that would pravent you from performing your occupation.

Dr. Firzzell indicated that you also had a history of lupus and subrnitted a positive titer; however, your
ESR (erythrocyte sedimentation rate) rate that would show an inflammatory process oceurring within
the body was fow normal, Please be advised that verification of a condition doas not confirm the
inability to perform one’s occupation, nor does it prove a disability.

Dr. Frizzell submitted a correspondence dated 4/22/02 noted that you were under his cara for failed
back syndrome and a histery of lupus and had multiple surgeries, intractable back, neck and leg pain.
Or. Frizzel further noted that you are disabled from thesa conditions and wera not able to engage in
any kind of work. We acknowledge that you may have undergone back and neck surgery from 1987
and 1228, the evidence showead that your fusicn was intact and that you had mild to moderated
degenerative disc disease. There was no disc herniation or abnormal alignment of the spine natad.
While we acknowledge that you would not be able to perform a heavy occupation, the evidence
presented within your file does not support & functional impairment that would preciude you from
perfiorming the material and substantial dutles of your occupation as a Controiler.




® o
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We arz sorry that our ruling could nct be more favorable, however, we must abide by the medical
evidence and the policy provisions. You have exhausted all of your administrative remedies offered
by the appeal committee and your file remains closed. This decisicn is final and binding.

Sincerely,

Doris Gloss RN
A member of the Appeals Commitlee
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INSURANCE IN TOUCH WITH BUSINEST

PO Bex 946710 Maitland FL 32794 Doris Gloss RN
Appeals Committee Membar

Telaphone  BC0-303-9744 x82772
Facsimila  407-919-6403

June 25, 2002

Rural & Pend Oreille Telephone Company
Aftn: James Martell

704 W. Madison Ave,

Glenns Ferry, 1D 83623

Regarding: Chris Dennison

Claim Number: 2325634

Policy Number: 83116484

Underwritten by: Continental Casualty Company

Sarvice provided by: CNA Group Life Assurance Company

Oear Mr. Martell,

We have completed a comprehensive review of Mr. Dennison’s claim file as he has requested in
his appeal letter. The medical evidence presented does not support a functional impairment that
would preclude Mr. Dennisen from performing his occupation.  Due to the confidential nature of
Mr. Dennison's medical records, we are unabie to provide you with & copy of his letter; therefore,
this letter will serve to inform you that Appellate committee has upheld the denial.

Sincerely,

Doris Gloss RN
Member of the Appeals Committee
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May 2,2002

Mr. Brian Barnum “SENT VIAFEDERAL EXPRESS™
Disability Benefits Specialist

C.N.A. Insurance

P.O. Box 25939

Overland Park, K5 66225-5939

RE: Appeal of C.N.A. declmarion of lc)ng¥term disability benefirs, Claim #23935634,
Policy #33116494.

Dear Mr. Barnum:

Attached is a letter from R. Tyler Fnzzell MD regarding my physical condition and work
limitations. Please reconsider my application for long-term disability benefits. Because of
my physical limitations, [ have not been able to work since February 1, 2002,

Additionally, there are two letiers attached from Mr. Mike Richmond, dated March &,
2002 and March 29, 2002, wherein he states that the Company considers my last day of
employment with Rural Telephone Company March 6, 2002 In your letter dated March
15, 2002, you stated that on March 12, 2002 Mr. Richmond said they *will make any
reasonable accommodations to accommodate his physical condition™. | submit that this
offer was without sincerity and coatradictory, as evidenced by the date of Mr.
Richmond’s tirst letter dated March 8, 2002 and your telephone conversation with him on
March 12, 2002. The Company effectively terminated my employment before your
conversation with him.

[f you have further questions or if there is anything [ can do to accelerate the processing
of this claim please call me at home, 208-658-0097. Time is of the essence because a

delay will cause severe financial hardship. Thank you in advance for your consideration
and assistance in this martter.

Best Regards,

Chris J. Dennison, CPA
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Doucias B Sarra, MDD,

CerTIFED AMeTitan BoarD oF MELROLOCICAL SuURSERY

R. Tvier Frizzerl, MO, PH. D

CERTIFIED AMERICAN BOARD OF MELBDLOGICAL SUIRCERY

April 22, 2002

Re: Cheis Denniscn

TO WHOM IT MAY CONCERN:

Mr, Dennison is under my care for failed back syndrome and a history of lupus. He has had
multiple surgeries and intractable back, neck, and leg pain.

It is my opinion that Mr. Dennison is disabled from these conditions and not able to engage
in work of any kind.

Sincerely,
[
R. Tyler Frizzell, M.D.

R.TF/egs
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04 W, MADISON
GLENMNS FERRY, [DAHO 83623
TE_EPHONE COMPANY (208) 366-2614 « FAX (208) 366-2615

March 28, 2002

Chris J. Dennison
9975 W. Hollingdale Dr.
Boise, 1D 83709

RE:  Final Pay Summary

Dear Chris:
Below is a summarization of events and outfine of your severance from Rural Telephone Company:
Accrued Sick Balance Depieted (72 hrs): February 13, 2002 '
Final 401k deduction/deposit: February 27, 2002
Final payment to 401K loan (from payroll deduction): February 27, 2002
Eamed/Usad Vacation Balance Depleted (12 hrs}: March &, 2002
Separation Date: March 6, 2002
Life Insurance discontinued: March 6, 2002
NTCA Health Insurance valid through: June 30, 2002*

As previously stated (March 8, 2002 letter), Rural Telephone Company will continue to pay your health
insurance premiums through the second quarter; June 30,2002*. This date was shown as May 31, 2002
previously. We anticipate at this time, NTCA will be contacting you with COBRA information. in
recognition of your service to the Company, Rural Telephone Company will pay the equivalent of 50-
days regular pay to assist you during this time of transition from the woarkforce to a potential long-term
disability status. Also, per your request, we have changed your exemptions to 9.

Enclosed you will find a check in the amount of $10,058.99; which represents the balance of your lump
suM severancea package.

It is important to note that the final payroll deduction for your 401k loan payment was made on February
27, 2002. We suggest you contact Copper Mountain Trust in regard fo your options and/or obligations

with respect to this loan.

Sinceraly,

Michael T. Richmaond
General Manager

Enclosure
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L 704 W. MADISON
GLENNS FERRY, IDAHO 83623
T-LEPHONE COMPANY (204) 306-2614 + FAN (208) 365-2615

March 8, 2002

Chris J. Dennison
9575 W. Hollingdaie Dr.
Boise, I 83708

RE: Separation Notica

Dear Chris:

As of March 8, 2002, your acerued sick leave and 2002 earned vacation time have
been depleted and no additional hours are available. Therefore, Rural Telephone
Company considers this as your final day of employment and will yse March 6, 2002

as your separation/termination date from the Company.

As a courtesy, Rural Telephone Company will continue ta pay your health insurance
premiums through May 31, 2002. We anticipate at this time, NTCA will be contacting
you with COBRA information. Your life insurance benefits are discontinued effective

today and there will be no further 401k deductions/deposits.

Enclosed you will find a check in the amount of $1,052.15; which represents the

balance of eamed/used vacation time.

We are structuring a severance package and hope to meet with you sometime next

week to discuss it.

Hope all is well with you. We look forward to visiting with you soon. If you have any

- questions in the meantime, please don't hesitate to contact me.-

Sincerely,

Wy N

Michael T. Richmond
General Manager

Enclogure
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FAX TRANSMISSION
MEULEMAN & MILLER LLP

060 BROADWAY AVE, SUITE 400
POST OFFICE BOX 553
BOISE, (DAHO 83701
(208) 342-6066
FAX (208) 336-9712

PAGLES* FAX NUMBER TIME
TO:  Tabatha Kirke 6 013-661-7777

FROM: Katherine W, Demison

DATE:  May 20, 2002

R Chris J. Dennison, claim no.; 2395634, policy no,: 83116494

DPOCUMENTS A'TTACHED: Notes from Chris' file written by Dr. Prizzell and
blood 1wesls showing positive ANA resulls for Lupus.

MESSAGL:L will fax an additional lester fronDr. Frizzcll with further cxplanation regarding
Curis’ current medical condition. "Ihank youlfor your time this morning. 1 hope the Appeal
Connittee will nnderstand how il my husband is at this point in time. Also, I would hope that
they would take under consideration the statement made by Mr. Richmond rsparding
accommodation as a false and malicious statement. He and Rural Telephone never had any
intention of accormmodation. At present, it is also a moot point, Chris simply ean not work, the
Lupus has made him so il that he must rest for most of cach day. He also has so much back pain
(Lt e ean not sit, he must lic down in bed or rest in his recliner. As I stated, this was a man who
worked very hard, averaging 120 hours in a hi-monthly pay period. Tam surc if one did a survey
of the wverage hours worked by Controllers or CPA’s that this is not out af the ordinary. He is
very upsct by the decling in his health, given a choice, of course, he would choose to work. Ie
s no choice now.

* [nehuding cover sheet,

CONPIDENTTALIEY NOTICE

LT INFOUMATION CONTAINED (N TUIS £ACSIMILE 15 CONFIDENTIAL INFORMATION OILATTORNEY WORK
FLODUCT O) BOFH AND IS FOR THE EXCLUSIVE USE OF THE INTENDED RECIIENT LISTED AGOVE. ANY

RITAIANG, DSCLOSURE, USE O REPRQDUCTION OF TIHIS COMMUNICATION OTLIRR THAN &Y THZ INTENDLD
RECTOIENT 15 FRONTIITED. IF YOU [IAVE ECAIVED TS COMMUNICATION IN ERROR, PLEASE NOTIFY U3

nY COLLECT TELEPHONE CATL PMMEDIATELY AND RETURN THE COMMUNICATION TO US V1A UNITE l 0
GIATLE MALL ﬁo 0 0
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r .

DA NIUROLOGICAAURGERY, PA.
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May-20-0 2:290M; Pags 2
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Apail 22, 2002

Re:  ChrnDennison

v [
ey

TO WHOM [T MAY CONCERN:

Doucias E, Swith, MO

CanTiritas Mparuncan Duanmid am it G AL Sk ae y

B_ Twess Frizzen, MD, Pr, D,

CEATTFATIIN ELiGine,) Anithican Briang oF TEuacioicay, 5oy

Mr, Dennison is under my care for failed back syndrome and a history of {upus, He has had
muitiple surgeries and intractah}%&-back, nack, and leg pain.

PR
. I ' "L; e . s
It is my apinion that Mr. Dennisdf%s disabled frem these conditions and not able to engage

in work of any kind,

Sinceraly,

R. Tyler Trizzall, MO,

R.Tf/egs

27 NeATH Seoomd STRED, St 307 = Bowe luado BI702 « 0 (208} M4-1000

E'g Ip-.‘uul-.*‘z

000011




LI ) LR e - PR TR e ML M bt e laialbt 1 1441 Ei%WN [ A e e ]

Gontk Lh,'!: tha Neurolegrcal Surga _ EF- 20y 344 13315 May.20-0 2:29RPM; Pagg e
::“"‘"—"’I o
a/7/02 CHRIS DENNIHSON

Mr. Dennizon returng €o clinie for fsllow-up of his neck and back
pain.

His MRI showa soma daegenerabtive disc disease at La-5 and L5 51 with
a mild preotrusien and some dagenerative changes in the cervical
araa. There 18 ne zurgical lesian,

e atill hae disakling back pain and is net able to work. 'This
appears permanent, 8ince he has had maximum medical theraoy
including mulciple purgeries.

FLAN: I would like to sas him o coupls times a year to make surs

thare 15 ne new gurgiecal problem, He will feclleow-up with Dr.
Maclarber,
K./ egs R. TYLER FRIZZELL, M.D.

ce: Dharyl K. MacCarter, M.D.
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T4t d ] d by v fiWiLR el A Mldmw e w406 et T =

‘gant fy: [dann Neurologieal Surge PFA; 204 3d4 1231 May-20-C  2:29PN;
-

et w4 mmaamoa .uu;.w ~uAw o M¥PALCAL .tun._;u;,gas"r.!nld-} &

ST. Liwd’S MCAIDIAN MEDICAL CENTER =
NEPAATHENT OoF DPATHOLOGY .
520 §. EAGLE RD, MERIDTAN, ID 83642

20F
DENNISON,CRRIZ J FAYSICIAN: 614
pop; 10/09/1950 SHEX: M FRIZZELL,R. TYLER
22690159 Hul s 5426415 ‘ 222 W 2WND ST SVITE 107
: BOISE,ID
B3702
TILS2G COLLECTER: Q4/30/2a002 g9:01
cac
WE{ COUNT 4.6 {4.5+11.0] X/uL
RBC COUNT 4.9 14.30-5,50) MIL/UL
HEMOOLOBTHN AG.4 [Li«9=16.1) G/DL
HEMATOCRIT 44.¢ [39.0-55.0] ]
oV 83.0 [80.0-100.0] PL
MCH ' 31.13 [25,0-35.40) PG
MO 35.2 [21.0-37,0) ]
ROW-CV 12.8 [1}.0-16.0] FL
PLATILET CQUNT 272 [130-350) K/uL
AUTO DIFPFRENTIAL
NEUTHOPATL 4 62 [40-78] )
LYHMPHOCYTE % 24 [24-44] L]
MONGCYTE A 9 [1.0-18.9) L}
FOSTNOEHIL % * 4 [D,0-3,01 |
RASOPHIL % L 13.0-1.0] L]
NEUTROPATL | 2.9 (L.90-9.,48¢] K/UL
LYMPHOCYTE | 1.t (l.00-4.d9) x/uL
HOHOCYTE o 0.4 [0.10-7,80) K/0L
EQZINOPHIL 0.2 {0.00=0.50]) X/uL
DASOVRIL 2 {0.00-0.149] K/VL
CK - 311 [F5-2127 u/L 37
HEPATIC PUNCTIGN [ANEL <\h_,
ALBUMIN 4. [31.4-5.0] GM/DL
AST({EGOT) 36 {10-40) Y/ 37
TATAL DILIRUBIN 0.3 (0-1.3) Ma/oL
DIRECT BILTRUBIN 0.1 [0.0-0.43 MG/DL
TOTAL PROTETN 7.0 [6.0-8.0}] . GM/otL
ALKALINE DPHOSPHATASE LLE {a9=-136] U/L 17
65 [J0-85) u/n a7

ALT(SCDT)

IND OF REPORT
*r PRNFONMING LAz M ET. LUKE'S REGIONAL MEDICAL CENTER
MRl F7. LUKE'S MERLDIAN MEDICAT CENTER

RENNLIEGH,CRIRIE I

Q4/30/2002 16:ll PAGE 1

Page a/g
Page 1/

o
Ma”

“+PL: M

#+PL1 M

“4PL: M

+4pT - M
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MAY-20-2002 MON 01:58 PM MEULEMAN & MILLER Fax NO, 2083383712 F. Ub

-Sgnt U, [danhn Neyrologleal Surg Fa; I0E Add 12031 May.20. ,2:1260M; Fage S/@
Whue HAaD do lé4r2ird3d qony Luka'o Madlizal 2098.238).4157 slce) {4] Page 1/1
ST. LUxd’§ MERIDIAN MEDICAL CERTER Nl

DREARTMENT OF BATHOLOGY
620 §, BAGLE R, MERIDIAN, ID B1642

2QF
DENNISON, CHRIZ J PHYSICIAM: 630
nop: Loso%/1954 GER: M FRIZLELL,R. TYLER
2265313R HRdL 547613 ' 322 N ZHD 5T SUITE 107

BOISE, IL

837672
Hld431A COLLECTED: 03/21/1002 13;07
ANA ECREIN ,"ﬁf *«PL: H

ANTI-NUCLEAR AD * ( POEITIVE
afaran ranga: NIGATLIVE

rformed at Quedt Dlagnosnties Incorporatad, San
Juan Capistranc, Csalifernla.

—

* g

ANA, TITER & BNTTERN
ANTI-NUCLEAR AP TITER

*wpl: M

a rangot <40

icar

FRNEOUS

Teot perfermed at Quest Dilagnoatics Iacorperazed, San
Juan Capletrane, Califarnia.

ANA DATTERN

A poaltive AMA reault may be aseaa in o variety of diseases and healthy
individuals. Lta Interpretation dependa on clinical findinga and
othar laberslory data.

END QF REPQRT
*v DPERFOAMING LAB: M eT. LUZE'S REGIOHAL MEBICAL CEINTER
MHLl BT, LURE’S MERIODTAN MEOICAL CENTER

DENNTSON), CARTS
NA/R6/ 24807 19:06 DAGE 1
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MAY-20-2002 MON 01:58 PN MEULEMAN & MILLER FAX NO. 2083369712
$ant 2,0 Iapho &9yr9%qg39a£1§yrg TOhH ‘Egﬁrﬁifliqu;cun. JO‘Mix;se. f;%?rmilj

-

ST, FiwE'5 MERIDIAN MEDICAL CENTER W
QEPAATMENT OF PFATHOLOGY
520 5. RAGLE AN, MERIDIAN, ID B1642

o
DEMMISON, CHATS & FHYSICIAN: 630
nobtr 1a/09/19350 SEit M : FRIZZELL,R. TYLER
42859318 MRE: 5436145 . 212 N I¥D ET SUITE 307
BOISR,ID
gijoz
Hl4310 COLLECTER: @3/21/20072 15:07
EAR 2 [0-20) HM/HR

END QF REFORT
tt O PERYOWMING LARr M 5T, LUKE'S REGIONAL MEDICAL CENTER
HMR1 E&T. LUKE'S MPAIDIAN MEDICAL CENTER

CEMNIZON,CHRIS J

€3/R2/2202 OL4:3A PFAGE 1

F. 08

Page H/8

Taga

171

vepl: M
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FAX TRANSMISSION

CIIRIS J. & KATHERINE W, DENNISON
9973 WEST HOLLANDALE DRIVE

BOISE, IDAHO 83709

(208) 538-0097

FAX (208} 653-0097(cull in advanec)
E-mail: katachrisd@msn.com

PAGES* FAX NUMBER TIME
10 Nancy Teskins 2 407-919-6574
C.NAL Appeals Committee

TROM: Mathorine W, Dennizon
DATIC: Tune 10, 2002

RE: ChrisJ. Deanbawy elaim no,; 2393634, policy no.831 16494

Nucuments: Letler via c-mail [ram Mike Richmond, Rural Telephone Co.

Messuge: Attached iz an e-nwil froin Mike Richmond, Assistant General Manager far Rural Telephone Company.
Alter repeated regnests from me for a elacification of Chris’ employment staws. we received the atached e-mail,
['remaig at this paint iu Wl coniusion as 0 Mr. Riclunond’ s March 12, 2002 starement (0 C.N.A regirding
“reasonable aceomnodstion”™, As I Rave poiated out, that statement by Riclunond was malicious in gatuce and
intended W hasm Chiis. Again, 1here was never an intention on his part or Rural Telephone’s to accommodate
anything. Fucthee, ey cuuld not have aceomimadated him even if their iatention wis to help Chris.  Perhape now
A teue pictare of (e pattre of this individual 15 clarified,

1 nust also add that unil Sepleinber 2001 his carcer (Richmond's) consisted of selling insurance. Chriz and I have
nuamaged husinesses for over 20 years and both have B.S. degrees in Business Administration from a very good
Bustuess college. We bath have had exrensive training in business as well as human resources and understand the
Dilnciary doty that we have 0 our eiployers with regard 1o actions and statements we make on hehalf of hat
employer. Obviousty, M. Richmond needs © have a more clear uaderstanding of his duties Lo his employer.

[ fhoxwdd to you en May 31, 2002 a letter from De. Frizzefl stating that Chris could not work, Wuuld you please call
e 1o conlipm your receipt of that G at 208-342-5066.

[ will alz0 add onee again - my husband is a very il man. If he were give a choiga, he would work, He can not.
[ thank you 11 advance (or yuur immediate eesponse, lime is of the essence.

* Ineluding cover sheet,
TENEATHERIFC an Trnsptiec i THES 102, wnd

CONCIBENTIALTTY NOTICR

TR INTORMATION CONTAINED IN TIHS FACSIMILE IS CONVIDENTIAL INFORMATION OR ATTORNEY
WORK PRODUCT OR BOTITAND I3 FOR T BXCLUSIVE USE QF THE INTENDED RECHFENT LISTED AROVE.
ANY REATMNG, DIECLOSURE, USE QR REFRQDUCTION OF THIS COMMUNICATION GTHHER THAN BY THE
TNTENRUY RECIBIENT 1 PROUIDTED, (F YOU LAVE RECEIVED THIS COMMUNICATION TN ERROR, PLEASE
NOTIFY US 1Y COLLECT TELEPHONE CALL IMMEDIATELY AND RETURN THE COMMUNICATION TO US YIA

LINTLLEL STATES MAIL. -
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JUN-10-2

FAX NO. 2093389712 P, 02

002 MON 05:06 Pif HE(!EMAN & MILLER

TELEPHONE COMPANY

Dear Chris,

This letter follows your request for reconfirmation of your employment status. |
will farward copies of my correspondence aof March 8 and 29, 2002, to you, along
wilh the ariginal of this communication. As | advised you on March 8 and again
on March 29, | understand that your employment terminated effective March 6,
2002, when you used up your accrued sick leave and vacation time.

Siitcerely,

Michael T. Richmond
Genaral Manager
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FAR NO. Z0843b3/1s F. 01

o
FAX TRANSMISSION

CHRIS 1, & KATIIERINE W, DENNISON
9975 WEST1OLLANDALE DRIVE
BOISE, [DAHD 83709
{Z08) 633-0097
TAX (208) 658-0097(call in advance)
I -mail; katnehrisd@msn.com

PAGES* FAX NUMPBER TIME
T3 Nancy Desking 2 407-919-6574
C.N.A. Appeals Conumittee

FROM: Kahcrine W. Dennison

DATI
IR1%: Chris J. Denuison, ¢laim no.: 2395634, policy no.83116494

Docyments Atcached: A leter from Dr. R, Tyler Frizzell dated

Messase:  Attached is a letrer from Dr. Frizzell regarding my husband’s health, Tam handiing
the appeal process because of the gravity of his  illness, I hope this assists in a positive and
specdy resolt of the appeal. [ also want to cmphasis not only is my husband very ill but [ have
Multiple Selerosis; [ am the accounting manager for a very busy law firm, I am the sole care-
giver for my hushand. ‘The additional stress ¢reated by the enlire situation is having a negative
affcet ow iy health, Again, 1 thank you in advance for your inmediale response, time is of the
CYSLNCe,

* Tneluding cover sheot.
TKA THE TR e Teanstitz st HES Towpd

CONUIDENTIALITY NOTICE

T INVORMATION CONTAINED [N THIS FACSIMILLE 15 CONFIDENTIAL INFORMATION OR ATUORNEY
WORK PRODUCT (4 BT AND IS FOR THE EXNCLUSIVE USE OF THE INTENDED RECIFIENT LISTED ABOVE.
ANY READING, DIECLOSURE, USE GR REFRGUEUCTION OF THIS COMMUNICATION QTHER TIIAN BY THE
(HTENDED RECIFIENT 15 PROMIBITED. ¥ YOU UAVE RECEIVED T11IS COMMUNICATION IN ERILOR, PLEASE
MOTIEY US 1Y COf LECT TELEPHONE CALL IMMEDTATELY AND RETURN TiHE COMMUNICATION TQ US VIA

UBNTTER STATES MAll..
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Sant By: ldaho Neuralogleal SUPngA; 208 344 1331 May.zg.. 214N rage ¢«

loAMO NEUROLOGIC idoraery, PA. &

Daucas E SaiTi, MDD,

ot prsed) At w s Buad oF MEULTOEIIGAL SuRcTaY

R. TvyLer Furzzel, MD, P, D,

Crwp g aricon ELGm T AMEbCan Sdakt 0 MuwalO5s sl Sunera

May 21, 2002

HIRL LN

Re: Cl;;ig:.,Dcnniﬁnn
TO WHOM IT MAY CONCERN:

Mr. Dennison has been junder iy care for low back and cervical neck surgeries, Thc
patient is disabled from Hys spimt cdpdition and is not able to work. He Is not able to work
with accommodations, [he patigfit also has rheumalological disease with positive lupus
studles.

Sinvarely,

A
:’_'u.'r)!;.“r
R. Tyler Frizzell, M.D. i
R.THegs
%
A1)

-
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CLAIM ANALYSIS RECORD
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CLAIM ANALYSIS RECORD
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INSURANCE (N TOQUCH wWiTH BUSINESS

P.O. Box 2593% Tabatha Kirke

Overland Park, K5 66225-3939 Disability Benefits Specialist |
Telephore 1-800-303-9744 ext 3360

Fax 913-661-7777

May 13, 2002

Chris Denniscn
2975 W Hollandale Drive
Boise, ID 83709

Claim Na: 2395634

Policy No: 83116494

Underwritten by Continental Casualty Company

Services provided by CNA Group Life Assurance Company

Dear Mr. Dennison:

We have received your letter dated May 2, 2002 requesting that we reconsider our decision to
deny future benefits on your claim. Along with your letter requesting reconsideration, we received
a copy of a letter from your doctor and one from your employer to you regarding your final pay

summary.

The letter we raceived from your doctor does not pravide additional medical documentation that
would change our decision of 3/15/02.

Because aur decision to deny future benefits has not changed, your claim is being forwarded to
the Appeals Committee. The Appeals Committee will advise you of their decision within 45 days
of receipt of your recent letter. The Committee will notify you in writing if additional time will be

required.
Sincerely,

Tabatha Kirke
Disability Specialist

Cec:  James Martell
Rural & Pend Qreille Telephone Co.

704 W Madison Ave
Glenns Ferry, ID 83623
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Kirke,Tabatha D.

From; Barnum, Brian K.

Sent: Waednesday, May 15, 2002 12:25 PM

To: Kirke, Tabatha O.

Subject: FW: Copies of original appeal letters, E-Mail 1 0f 3

original leter of appeal. EE claims o have sent this information on 5/6/G2 and sorneone sigred for it. | never received
anything & told him his appeal will be handled from the 5/14/02 receint date. He verified that he sent 3 two page faxes
yesterday and the beloe letter which consists of his entire appeal. Will bring file ta you.

——-Qriginat Message—

Eram: Chris DENMISON [SMTP:katnchrisd{@msn.com)
Sent: Tuesday, May 14, 2002 434 PM

To: bran.bamum@cna.com

Subject: Capies of orignal appeal letters, E-Mail 1 of 3

Brian,
The filas would not E-Mait all at one time. the rest are to follow.

Thanks for your help.

W ]

L NAAppealLlr.doc

Chris
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May 2,2002

Mr. Brian Bamum “SENT V1A FEDERAL EXPRESS™
Disability Benefits Specialist

C.M.A. Insurance

P.O. Box 25939

Owverland Park, K5 66225-5939

RE: Appeal of C.N.A. declination of long-term disability benefits, Claim #2393634,
Policy #83116494,

Dear Mr. Barnum:

Attached is a letter from R. Tyler Frizzell MD regarding my physical condition and work
limitations. Please reconsider my application for long-term disability benefits. Because of
my physical limitations, I have not been able 1o wock since February 1, 2002,

Additionally, there are two letters attached from Mr. Mike Richmond, dated March 8,
2002 and March 29, 2002, wherein he states thatthe Company considers my last day of
employment with Rural Telephone Company March 6, 2002. In your letter dated March
15, 2002, you stated that on March 12, 2002 Mr. Richmond said they “will make any
reasonable accommeodations to accommodate his physical condition”. [ submit that this
offer was without sincerity and contradictory, as evidenced by the date of Mr.
Richmond’s first letter dated March §, 2002 and your telephone conversation with him on
March 12, 2002, The Company effectively terminated my smployment before your
conversation with him.

If you have further questions or if there is anything I can do to accelerate the processing
of this claim please call me at hame, 208-658-0097. Time is of the essence because a
delay will cause severe financial hardship. Thank you in advance for your consideration
and assistance in this matter,

Best Regards,

(Yo |3 pene

Chris 1. Dennison, CPA
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Fhone: 208-658-0097
Fax: 208-658-0087

Message :

Form Attsched

From:
Chris J Dennison, CPA

To:‘ CNA Insurznce

Mr Brian Barnum
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From 208-658-0097 to 913-661-7777 at 5/1‘2012 3:50 PM
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208-638-0097 8 813-661-7777

PhoneTools
<’ﬁ

feftwara

at 5/.2(’*"\2 3:5%3 pM

Phone: 208-658-0097
Fax: 208-658-0097

Message :

Form Aftached

From:
Chris J Dennison, CPA

To: CNA Insurance

Mr Brian Barnum

000027

Date: 5/14/2002
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S pravicusly stated (March'8, . 4 f hphuna Campany will continue to pay your: health'™-
naurance; pramiurns through:the: second. quarter; June 302002 This dafe was shown as'May 31, 2002 i
pmvmuaiy sWe' nrmapahu -at_this - fime; NTCA will b mwtacﬁng you with: CDBRA mformaﬁan

remgnmnn Df your a‘-anm:q ln thﬂ Cnmpany Rur.al Telepham Compamy will’ pay thq uquiva&ent of. 90

.p'aymll 'dudm:!mn for yuur#ﬂ 1k.k:an"payment Waa made o Faﬁru:ary -

3 '?. ZDOZ Wu mggm you mntnct Coppﬂ-r Mnuntmn Trumt in mgard to your.opbons andlur oblrgnhom".
'-wrm mnpacththm k:mn ) ot i i %

T Michadl T H.rd'mmnd
‘?General Mannger
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:':': 208-658-0097 te 913-661-7777 at 5/54/2002 3:54 FM
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B'V_RP ' Phone: 208-658-0097

eftwara
’ Fax: 208-658-0087

Message :

Form Attached

From: To: CNA Insurance 000029
Chris J Dennison, CPA Mr Brian Barnum

Date; 5/14/2002 Paaelsy: 2




Frem 208-658-00%27 813-681-7777 at 5/.2002 3:54 M

et eraon NNk comaes rev, moan s
. CTELEPHONE CONPANY 208y 366 2614 * FAX.(208} 366-2515.

Yo separaticnferminatio e o i o

mpany.
h.

pramiums Hiough May 31, 2002 We anticipats ‘at.this time, NTCA will be-antadting
you with COBRA infarmation.” Y our fife- insurance. benafits’ ary discontinued effective
today-and thers mttuananMEr-ﬂvOdeﬂdmﬂydm Tl A S

- Michael T Richmond.

ngarafhhn&ger S,
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INSURANCE IM TOUWCH WiTh usingss

P.O. Box 25939 Brian Barnum
Overland Park, KS 66225-5939 Disability Benefits Specialist
Telephone 1-800-303-9744 KC ext. 5862

Fax 913-661-7777

March 15, 2002

James Martell

Rural & Pend Creille Telephone Co
704 W, Madison Ave

Glenns Ferry, 1D 83623

Re:  Claimant; Chris Dennisen
Policy No. 83116494
Claim No. 2395634
Underwritten by Continental Casualty Company
Services provided by CNA Group Life Assurance Company

Dear Mr. Martell;

This is to advise you of the status of Mr. Dennison's Long Term Disability claim,
Based on a thorough review of the information in his file, we have denied his claim for benefits.

We are unable to provide you with specific information in accordance with state privagy laws.
However, a detailed explanation of our decision and his appeal rights have been sent to Mr.

Dennison.

Should you have any questions regarding this ¢laim please feel free to contact me.

Sincerely, M
IG:\:"“;

Brian Barnum ALHC, AlAA ACS
Disability Speciaiist

none3t




INSURANGE IN TOUCH WITH BuiinEss

P.0. Box 23939
Overland Park, KS §6225-5239

March 15, 2002

Chris Dennison
8075 W Hollandale Drive
Baise, 1D 83709

Claim # 2395634
Policy # 83116494

Underwritten by Continental Casualty Company

Brian Barnum

Disability Benefits Specialist
Telephone 1-800-303-9744
Fax 913-661-7777

Services provided by CNA Group Life Assurance Company

Dear Mr. Dennison:

This letter will acknowledge receipt of your claim for Long Term Disability benefits.

Please refer to your policy under the section entitled “Occupation Qualifier” which states:

“Disability” means that during the elimination period and the following 24 months,
injury or sickness causes physical or mental impairment to such a degree of
severity that you are: 1. continuously unable to perform the material and
substantial duties of your regular occupation; and 2. not working for wages in
any occupation for which you are or become qualified by education, training or

experience.

You are claiming disability due to back pain. A review of your claim was based on informaticon
contained in your file including medical information from Dr. Dallas Peck, Dr. Ralph Yeakley and

Dr. R. Tyler Frizzell.

On the Physician's Statement completed by Dr. Frizzell under the saction entitled *Physical

Limitations" he states;

« No lifting, pushing or pulling over 5 pounds
= No prelongad standing er sitting
=  Only occasional bending/twisting

On March 12, 2002 we contacted your employer who stated your occupation as a controller is
strictly a sedentary job. Mike Richmand stated they "will make any reasonable accommodations
to accommadate his physical condition.” Me alsa added that allowing a sit and stand at will option

i3 not & prablemn.
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To summarize, the cnly Iin.icm given by Dr, Frizzell that would a@f your gccupation is no
prolonged standing or sitting. As stated abave, this limitation can be accommedated by your

employer.

Therefore, based on information an file, thers is 2 lack of medical information to support a
functional impairment which would preclude you from performing the material and substantial
duties of your cccupation as a controller, Accordingly, we are unable t¢ hanar this claim for

disability benefits.

If you disagrae with our decisien, you have the right to appeal under regulations specified by the
Employee Retirement income Security Act (ERISA) 1574 as amendead.

If you have additional medical information not mentloned above or wish us to raconsider aur
decision, you should

= submit your formal request for receonsideration in writing to my attention within 180 days of
the date of receipt of this letter

«  addressed o Attn: Brian Barnum

Commearcial Clairng
P, 0. Box 25939
Qverdand Park, K5 66225

+ Include your claim number and policy number on any carrespendance.

Qur decision will be reconsidered at the time of receipt of your information. If this information
does not alter our decision, you will be informed of this and your claim will then be submitted for a
formal appeal review. A ruling will be issued within 45 days of receipt of your request for
raconsideration as mandated by the Employes Ratirement Income Security Act (ERISA) 1974 as
amended. This regulation allows an additional 43 days to reach a decision if necessary, however
you will be notified within the first 45 days if this review will require an extension af time to reach a
decision. This decision will be in writing and mailed directly to you or your reprasentative. You
have the right ta bring a civil action under §302(a) of ERISA following an adverse decision on

appeal.

Appeals received later than 180 days may not be considerad.

Should you have any guestions in connection with your claim, please feel free to contact us.

Sincerely,

Brian Barnum ALHC, AIAA, ACS
Disability Specialist

006033 -




ER Interview for Chris Dennison
Called Susan Case and conducted ER interview far Chris Dennison on 3/7/02.
1. Verify the tast day worked for Mr, Dennisan? 2/7/02
2. Did Mr. Dennison miss any time priar to LOW for this injury? NO, not that | know of.
3. If so, what exact days did she miss?

4, Dges Mr, Dennison have an estimated return to work date set? He told us, he does
not have an anticipated RTW data,

5. Did Mr. Dennison have any work issues (ie, work history, upcoming events)? NO

6. What did Mr. Dennison’s job consist of? Contralier —= Prepared all of our
spreadsheets, took care of all the correspondance with the faderal & state agencies,
accounting supervisor who had 3-4 people under him. Perform alt the financial
audits. He had a 2 and % to three hour commute totat @ach day. Straight desk job.,

7. He menticned he had to move boxes as part of his jeb. Was it part of the job? That
is not necessarily part of his job, but we would have accommodated that if

necessary.

8. Would you be able to accommadate a sit & stand optien? | feel we would be able ta,
but Mike Richmond is the persan to talk to there. He is cut of the office right now,
but | can have him call you in a couple of hiours..

9. Verify Mr. Dennison's salary. 373,542.00 divided by 26 weeks.

006634
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1 O
CNA o OROUP g, - @U LTD EMPLOYER'S STATEMENT
A ':FT
i £

Eu ] 5 * CMA Insurance Companies FE 9 2007
For All the Commitrmemts You Maka' 220 f 0- 30357L (D OZ
cb@'v i
INSTRUCTICNS TO EMPLOYER: Compiete the Emg{é‘\lwr?- AL? l}@jﬁt & atmch joh description. Instruc emplosas o complete .
Empioves's Statement and have Physician's Statamant ¢amp Mzl the forms so that they ARRNE at least 30 days before the end t/"ﬁ

of the alimination period.

Mame (Last, first, middle initia) Telaphone Mo. (Include Area Code) Cate of Sirth
Dennison, Chris J (208 ) £52-0N497 10/039/50

Agfdress (Street number, city, state, oip code)

G373 W Hollandale A¥E Dr, Boiss, ID B3709

Cate Employad Effactiva Date of LTD Coverage SEN Employes Class
07/01/497 08/01/99 552-F4-7843 . .

Parcaniage of =mpioyer Cortributian LTD Fremium paid with Is the empldyes* ~COtiRuoUS since tha |
Toward Disability Premiom: 1 0 0% | & Pre Tax [l Post Tax original effactive date‘? Cixes [ Mo
How is the amployes paid? Pay Frequency:

O Haourly Salary [ Z2alary Plus Bonus [ Menthly O wisekty 5 Bi-weaskiy ([ Monthiy 5} Semi-Monthiy

(] Commissions Gnly T Ctrer:
Easic Earnings as of fast Number of ragufarly schaduled | Sfechive date of rapacied saiary Cecupation
dayworked: 5, 129 mos | hours parwesk: 4N orwage: 17 /11/07 Cantrmllar ]

Guties: (include physicai activities, nazards anc skills requirad.} Attach job activities statement or job description.
accounking fFor 7 antities, sumervisse 4 to 7 amnlnoveas, malnmtalp canacd]

ledgers,on computer, crezte management repolbs, communicate with PUC'$
aTCcountants, attornevs, consultambts, re: ayditzs, rakas razes, gonerst hasin

Date laat worked pricr to current Has Emptoyes worked part-time or partial duties since disatility began? (7 Yes L(:! N{.}
disatility aXe AR MW dake {If Yes, axplain on reverse side)
|5 disability due to injury Ql’ sickness arising out of Maa empioyee retirec? [ves [ Has employes terminated?
amployment? [ Yes Mo (If Yes, send copy of Report af I ! dves X No
Injury form.) if Yes, Ioput Data: / i
Workers' Compensation? Amaunt of Benefits Date Benefits Bagan Date Benafits Paid Through
O Yes EiNo 3 Bar
Mame and Address of Workers' Compensation Carrier

WIC Claim &:

Adjuster:

Phone &

Plaase indicate any benefms your employee has reczived or is entitled to receive during this disability. This would include but
not be limited to company sponsaced short-term benefits. State disability benefits, sick pay, salary continuance, commissians
and /! or banusas.

g Qick Pay {71 state Cisability fncome (3} 5TD B Other Sources (Explan): 3 weelks vacabion

[0 Amaunt d Bensfits: § Per ____8 days =zick, 138davs vaecations ® 334.62 per Rr
Date Benefir B2gan Cate Benelit aid Through If mare than ane source, pieasa list on back.
02/Q4/032 S0 Davs 00 davs includes sick £ vacation —

Emgloyer/ Policy Halder's Name crmpany paid PulicyNurﬁber Telephong Na. {include Area Cowg)
Bural & Pend Creille Telechons Cf SR—;F—I!L—':-’-}-;.Z_—.',-,___._ L2058 1 366-3AR14

Address [Street number, city, siate, zip code) \{:) ‘ § o L_‘\C Ll
704 W Madiseon Ave, Glanns Ferry, ID §3oe3 "J :

: wi]mnwc,y\~r.amrm | Title | Datz

D

e

Krﬁﬂ-wﬂﬂ 1./1_247/ ,7:/{/’ ' FREZIDENT ’E:;//f/x/d) z

G 115298 c Dnlme YVersion Ravisad E!,‘Og 5

S 5




GROUP LTIIND LIFE WAIVER OF PREMIUCLAIM FORM

CNA PART A- STATEMENT OF EMPLOYER
Claims Customer Service: 1-300-383-9744

Conticeatal Casvalyy Company (Disability)
Contitental Assurance Company (Life)

Instructions:
& Complete the Employ=r’s Statement
® [nelude Enrollment Form{s¥Beneficiary Desigration(s)
= Attgch Job Deseriprion including any physical demands
# If Worker's Compensation - include Notice of Tnjury, Wame of Carrier and Telephone Number
® [ Aceident - include copy of Acetdent Report
# [f Contributory (Employee paid) - include Proof of Premiurn Deductions
# [nstruct Emplovee to complete Employes's Statement and have Physician’s Satement Complered
& Mail the forms so that they arive ar Jeast 30 daye before the end of the LTD 2liminacen penod
MName of Policy Holder/Employer (as it appears on your policy): Employes Name _(Chreie J Denpnis=on
& Pend CGratlle )
Burzl Telenhone Companl®s Social Security # 5E52-54-7849
Statuy il Exempt ] Hourly
Palicy Mumber{1) E flective Dates(s) [ Nor-Exempt AT Salaried
LTD#5SR-83116494 0g/01/9%9 Monthly Salary  §_ 6,129
Life # Hourly Rate g
LTD: Empiover Conmribucon 1049 ¥ Effective Date of Reporeed Salary 12/31/01
XJ Pre-Tax [ Post Tax
Date of Hire 07/Q1/97 Amount of Life Insurance:
Occuparion __Controller Basic T
M Ful-Time 0 Part-Time
Mo of Hours Average hetw 10-15 hours dailly Suppleaental (if applicable) §
Last actively st wordgdare _ Fobruary 1., 2001
Return to work dars N/A Voluntary (it applicable) 3
{if applicable)
Termunarien Dhate NSA
{if applicable) Total §
is Employes receiving any other weckly of manthly income? Oves ﬂ N
Pension / Rerrement — Date Stacred [Date Ended
Wirker's Comp, Date Searted Pate Encled

STD (Short Term Disability) Date Started _BARYS afdiirds, 15 dayseyppation @334 2. par hour

Paid Sick Leave Date Sared Pgbhruary 4 2001 plus 67 days for company paid s/t

R days =sick leave, 3 waaks vacakion leave & gompany ovaid S/T Fggyy .

dist

]

Trastee or Employer Represenurive {Prnt or Type) Jamog B Marbell ik i L/T starts.

11
o e =

fwmus(ﬂ704 W Madison Ave, Glenns Ferry, TD 83823

Sirnature "'z,:zi,ﬂ- a 2 éz;?ﬂ_.‘;fﬁ :,:7 Date __ 7 /// /5'_2 -
=, ’ - ' ""_}‘.a‘ /

Phons (Bl) 200 23582514 Fax 208 166 7615 Email NeApe

Page 1 of } 0 {jwﬁl‘}ﬁ




-~ RURAL TELEPHONE COM_ ANY
® Position Descriptic’

Empioyee: Chris ], Demmison Trile: Controiler

Office Location: Glenns Ferry Department: Finance/Operations

Reports to: James B Martell

The overail objective of my department is:
To opumize company performance by enhancing cperational and financial workmanship.

My majer function is:

To pian, direct, coordinate and control the financial & accounting department. Assist with all lines
of business, including subsidiary activities, by interpreting and implementing the objectives of the
President and Board of Directors. Assist the President with Company managemernt.

In order of impertance, the principal responsibilities:

1. To safeguard the Company’s assets and fairly record Company liabilities by managing all
accouning and finarcial operations, inchiding: establishing operatmg procedures, Company
policy, billing, receipts, dishursements, accounting and financial record keeping and reporting,
budgeting and cash flow management, recommend and admintster investments, and assist our
outside accountants, storneEys and consuliants i reprasamiag us 1o government regulatory
agencies.

2. Assist in training mamagers and staff for greater productivity, accuracy and trmeliness.
To assist in scheduling and conducting anmual staff performance reviews and recommend
financial reviews when needed. To schedule, perform and submit my personal performance
review annually, at my hire date anmiversary.

3. Help deterimne new business and Company objectives. To d:miljr administer internal operations.

4. To hold down expenditures and preserve the economic welfare of the Company. To preserve the
confidential nature of the company’s business and adhere to the highest ethical standards and
loyalty when representing and dealing with the company, customers, other compardes and other
employees.

5. Mest with the management committes & Board of Directors as needed. To perform any otber
tasks and duties that may be permanently or temporarily assigned to me from time to ame.

!_Agr:':d tn: C\'/L\.LL, ‘E Gos et A Date: tz.a;! J_’Zjlﬁc:: i
{ Approved by: Date: ! J
000097




IMSURANCE I'N.:H WiTH AUSIMESS .

Tabatha Kirke
Oisabilityy Speciziist
Cammarcial Accaunts Claims

2118102
Telephone 913.6861-5360
Farsimila  913-861-7777

P. O, Box 25938, Overland Park, KS 66225-5839

FAX COVER SHEET

RECIPIENT'S NAME: Susan
COMPANY: Rurzl and Pend Oreille Telephone Co.

Fax ACCESS NUMBER: 2€8-366-2615

NUMBER OF PAGES: several
CLAIMANT NAME: Chris Dennison

CLAIM NUMBER: 2395634

Here is the info you requested. We will turn this into an LTD claim as your STD
coverage was terminated effective 1/1/02.

Give me a call if this is wrong or you have any questions.

Tabatha Kirke

006038




o Lol Y it
— R AN N
f:;;C»‘ ESIQVS . Short Term Disability Claim
: _ - _}-' .7 _‘?(.:7 P 2 : ,r‘
Fwnﬂmmmm&*bx)t_\_,‘}v_,?'_ i[ {(, | ‘ TJEL?’ RN N e

l
INSTRUCTIONS: Comptete Part | of this form ger Shcrt Term &sal;mty Juidelines. When forwarding the form o yaur
amployee, include a zelf-addressed envelope. |f you have any questions regerding sompletion of this form, please
contact the CNA C.alm Pmces.smg Ccnnler at 1—-300-303-974-1.

| —
?.‘_ral\"*ﬂ-w:rnrﬁ Compane: [ SEETY 16 310
I acarign ‘J Clpsa ] Date af Jien ‘ EfTective Date of Caveraps | Emplover Commihotion:
ClLenns FTercw, 1 tGT/C‘"_‘/E‘T C]_/O]_/ECJOG 2 2% ) Proemx [ Post -
Emplayee’s Nama Qeznpation

Chriz J Dennison Conercllsr

Employee’s Addeosc : Employee’s Phane Numier
5575 W Hollandale iDr, Balse, ID 837C% 20A-652-00937
Date of Birth Focial Secarity Nomber | Suacy | Bourly Wagz/Hours Waried | Days Regularly Worked
LQ/08/30 552-64=734° 57:,94% anpu=lly s EOM 3T witrlis

Dinet job require wlhing ar :;n‘ying? If yos, indicate maxmum amaoonaf o weight regaired o beiflzd or cariad:

G Y [: No s O round = =

Brinfly deseribe employss’s activitie including major physicnd demands:

accounting & _billing supevryisor, conerpllsr, compub=er, calgulakor
Narare of DHsabrlicy : 1t Thim 2 Work Rejsced Disahilicy?

Back Pain ! Dvas fNo

15 smpinves recelving or endtled ta If yea, invillere the sonees and amannt the emgsyes |8 receiving:

recotre sther henefieg? T Yz [;a Ma |

Day Last Worked |} ‘ Dnte Erployec Expected tn Recurn b Worlks Sick Baok Prid Throagh

l‘!/"‘-'{/*" ———————————————————— 35 hours leZt

Company Cnntact Ndrme Tide Wark Talephone Namber
Jamesz B Martell . Preasident 2NA_Jan-561a
Coaract’y Signature Date

Yaur attending physican shauld comple!e pﬂr‘t in crr this form.
Delay in submitting this form could miermupt continuation of your berefit payment.

i hersby authorize any physiclan, hospital, amploywr, ingurar, or other erganization ar parson having any records,
dates gr information conceming me to furmish such records as may ba requastad by CMA or thelr aytharizad

represeniative.

EMPLOYEE SIGNATURE Date

Uoo0o9




+ ot CGMMCA”“ ReSULT REPORT [ FeB. 14 2&

QPTICH ADDREZS (GRGUF)

O3 o or

Trl GNA GROUP 3ENZFITS
RESULT FAGE
0K 97

BUSY
N FACTIMILE

INFURANGCE IN TOUCH WITH BUSINESS

CONNESTION

P. Q. Box 25339, Qverland Park, KS B6225-5530

2/19/02

Tabatha Kirka
Disatuilly Soaciallst
Commertial Accounts Claims

Telgphere §13.861.3380
Facsimile §13.881-7777

FAX COVER SHEET

RECIPIENT'S NAME: Susan

COMPANY; Rural and Pend Creille Telephone Co.
FAX ACCESS NUMBER; 208-168-2815

NUMBER OF PAGES: several

CLAIMANT NAME: Chris Cenniscon

CLAIM NUMBER: 23956834

Hon040
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Fo5.13.2202  L1:Z4RM CHE GRILP EENEF’I}E MC. S
4 B "y ....J R - -
| N ) Mt ODC @ a0

Y
PR
T OO0 - Shert Tenn Disability Claim
Far AT the Cammilmants Yoa ke’

. o : ' !
. — | oo -")"7'_ " -‘"FC-‘} el I:? /
"SR OUOHGA a9 o b I%
INSTRUCTIONS: Complete Part | of this form ger Shert Term Dis‘ébﬁiw guidelines. When foraarding the fom fo your

@moloyse, inclide a self-addrassed envelope. !f you have any questicns regarding completion of this form, pleass
conlact the CNA Claim Processing Canter at 1-300-303-37 4.4, =,

: Jle, TE GRS BT

1

O h
rl

: . ; WK TS AR
Eaplovyer's '\'amj F,_SL,'ML I M
2urzsliTelangnnnae Compizylo
I gontion j Clasy
Gilenns rerzv, 1D
Emplovas’s Nama :
Chrigz J Dennison
Employer's Addregs ‘
S575 W Hellandale iDr, Boisga, ID 533705

—

SR rereiole it

Eﬂﬁf.iv:ﬁate ol (..nvcr.u:'E:_‘
¢1/21/2000
Cesapyrion
Connralliar

Date of Hire
Q7/01/%7

Earplayer Conrrijration;
20 % D Prove T Postue

l Polley Number
|

’ Emnployec’s Phona Number

208-628-0097

Dute of Jirt ’ Jocial Jecarity Number | Salary | Bourly Wage/Boors Worked | Dy Reguiarly Worked
10/08/50 ! 532-64-784% {573,542 annually s BrEwi+OF 03
Doct job reduire ibngar qrrving? | If fes, indicate magmom amouns of weighe roguiesd 22 e lifted or suaried:

Zyee [ No 50 counds
Briefly deaeribe employee’s acrivities ineluding major physical demands:
acoounting & Biiling suparvigor, consrsllay, aompibher, @3lcplasor

Narure of Disability s Thit 2 Work Refated Disabilicy?

Back Faln ' O Ys 45 Ne
I5 empiayss revaiving or sattled o I ye4, indicare the s0urca and amawne the cmployee s feceiving:
reczive other benefin? [ Yoo @ MNa ‘
Day Last Waryed ’ﬂ . ‘D[E/ . Dmit Employen fxpected @ Reaarn to Work Sick Rank Poid Taroagh
L S 33 hours left .
Campany Contact Mame Tide Waork Telephome Namber
James B Martell Prazidant 2R8-365.0014d

Cootact's Sinatum Dare

Tour attending physician shouid complete part il of this form.
Celay in submitting this form could interrupt cartinugtion of your benefit payment,

| hersby authorize any physician, hospital, smplayer, insurer, or other organization ar parson hawing any records,
dates or information cancaming me ta fumish such records 33 May ba requested by CNA or thelr autharized
raprasenative, ‘

EMPLOYEE SIGNATURE

Date

el (S /e
Camplete Diagnosin with Comapitcitdond (if Tirgery waa parformed, please deserihek
_}a:{dcc{ fcjcl.c-h:.- EACTREND WL 71Vl o

Ve B mlr e e 83

Was Patient Hoxpatalbsd? o el L2 Mo ) Date Admirtred 4 ' Date Mscharzed
VA ST AT
E: te of Treaymom for Above Cundition | Duate Taial Disabitity Commenced [ast Dateof Trearomen
EVERR 2 AN eV _
Expected Retnrn to Work Date Can patient regwing {full detes apon tetum o work! (U Y [+ i a0, piease
. A C explain:
v
[s Disabllity Doe fo: : Espocted Date of Dplivery
. . ; /
O Siginess O Tojuey O Work Refaed [ Prrmaner LWE: j..-
Physicians Name and Address ; Physicran’s Telephone Namber
T. Tvler frizzall, M.D., Ph.D. 208-344-1000
Altfedding Phvaialin®s Slgnature Duta Payician's FAX Numbur
2 »‘\.Pt"“ e | e T ey e o/ 2/

=
(1350 Bl Cniline vennon Plense actach aagpurting dorunemntion and/ e et restil Roviged LG4

TODER




February 8, 2002

Mr. Mark Crisler

CNA Group Benefits

1420 53" Avenue, Suite 2005
Seattle, Washington 93101

RE: Attached Long Term Disability Forms

Dear Mark:

o
$

e attached forms to

Xz,

Ms Trish Coba, from Seabury & Smith, instructed me to ﬁ:rrwar%
vou. Included are the online versians of;

+ Form LD-1001-A: Group LTD and Life Waiver of Premium Claim Form
+ Form G-102063-A: Claimant’s Job Activities Statement

4 From G-116298-C: LTD Employer’s Statement

¢ Form G-116299-B: LTD Employee’s Statement

4 Form (G116300-C; Physician’s Staternent

[ believe all of the forms are properly completed and signed, but since I have never
prepared anything like thig, I'll need your help. I appreciate any assistance that you may
give. Trish requested that you call her when you receive the forms. Her telephone number

is 208-338-6457.

You can reach me at either of the following numbers, home ~ 208-658-0097 and cell
phone - 208-602-5791. I don’t know if I can continue work with the present pain levels
and medications, however, my work number 15 208-366-2614,

Thanks in advance fro your help.

Best Regards,

( }{utiq ‘&,«,pw;_m_,__

Chris J. Dennison

gou04e
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G. W.BROWN, MD J. Q KNOCHEL, MD
927 W, MYRTLE ST. €. H. COULAM, MD W. T. MURRAY, MDD
oo _ 3 BOISE, IDAHO 83702 1 C.DAVEY, MD D. R NEWTON, MD
“f’"i E D [*(”-* \I (208) 367-7510 N. C. DAVEY, MD D. D. PECK, MD
N + LI sl 2, V. GARABEDIAN, MD L. M. SCALES, MD
' L 2 1T SEABOURN, MD
ENIA(TIN(I www idahoxmay.cam i;t 1{ Ii(ifthgjﬂ} 5. D T AUCHBER MD

Patient: GEMNISON, CHRIS J Hds;}. Sare; QKT - ZZA Dict. MD: DALLAS FECK, MD

MR & 374376 Roorm/Bed: Reg, MD: R. TYLER FRIZZELL, MO

Visit #: 202504045 P. Date: Q2042002 Fag. MO; / . ‘ ™
Oate of Birth: 10/09/1G5G Exam # 755757 2 5 fo +o pd A
Job Number: 7147189 Version: 1 Page 1 of 2 H(,.«J N ""/’“‘?

SCREENING MAGNETIC RESONANCE IVAGING STUDY OF THFE ENTIRE SPINE WITHOUT
AND WITH INTRAVENOUS GADOLINTUM, 2/4/2002

HISTORY. Back pain and severe left lower exiramity pain.

TECHNIQUE: Please refer to the MRI prescription shest for details. [ntravenous gadolinium (20 cc) was
administered as a par of this examuination.

FINDINGS:

The patient developed nausea and vomitad just after the intravenous administration of gadolinium. No other
symptoms of allergic type rsaction.

. CERVICAL SPINE: The overall alignment of the cervical spine is mantained. The vertzbral bodies at €3-0
appear to be fused anteriorly. No evidence of disk herniation, overall spinal canal stanosis of neural foraminal
narrawing is ideatified. There are changes of deganerative disk disease at C4-5 and C6-7 with mild diffuse
posterior disk bulges at these levels. The cervical cord maintains normal size, signal and shape throughout
The craniocarvical junction has normal appearapce.

THORACIC SPINE. The normal alignment of the thoracic spine is maintained. Marrow signal is normal
within the visvalized bones. The thoracic cord is of normal size, signal and shape throughout. There are
changes of mild degenerative disk disease within the mid thoracic spine which are most promicant at T6-7 with
mild diffuse disk bulge at this level without evidezce of overall spinal canal stenosts or neural foraminal
narrowing.

LUMBAR SPINE: The overall alignment of the lumbar spine 13 maintained. The conus is at ths level
of TI2-L1. The visualized cord i3 of normal siza, shape and zignal There are reactive marrow changes
adjacent to the end plat=s at L4-3 and L3-S1.

L1-2: There is relative disk desiceation and mild disk hetght loss without evidence of disk herniarion, spinal
canal stenosis or neural foraminal narrowing.

L2-3; There1s a circumfersatial disk bulge superimpased tiny posterior right paraceniral disk protrusion
without evidence of overall spinal ¢anal stencsis of neural foraminal narrowing,

: e e mmama i m e = . ey e e le
3T LTI L DD e RRTAL AR DU LE e L LTamol. DAITI el &L Tl Lo

PATIENT'S CHART Gooo 13




FEI-@2-2202 12742 Ml 28 I677S42 P.9z

Patient; DENNISON, CHRIS J . Hozp. Serv.. DXT -22a Dict, Mi‘.’ LAS B22K, MO

MR #: ar427s Raom/Bed: Req. MD: R. TYLER FRIZZELL, MO
Vish & 202504343 P, Data: 02542002 . Rag, MO:

Cate of Birth: 10/09/1350 Exam #: 7539757

Job Number: 714719 Version: 1 Pagelofl

SCREENING MAGNETIC RESONANCE DMAGING STUDY OF THE ENTIRE SPINE WITHOUT
AND WITH INTRAVENOUS GADOLINTUM, 2/4/2002

L4-5: There ars postoperative changes from leflt bemilaminectomy and discectomy, A small amount of
enhancing tissue 1s present within the teft lataral recess compatible with scar or granulation tissue. No evidence
of recurrent or rasidual disk herniation is identified. The neural foramina are widely patant bilaterzlly. Thare
no evidence of overall spinal canal stenosis at this leval. Tharz are moderate bifateral facet osteoanhritic

changes,

L5-81: Therz arc changes of severs degenerauve disk disease with disk desiccation and marked disk herght
loss, There is a small broad based postzgor cenmral disk protrusion which results in mild o moderate left lateral
recess stenosis and possible mass effect on the travarsing left $1 nerve root. There are postoperative changes
from discactomy at this level in the past with small amount of sear or granulation tissue which enhancss tn the
left lateral recess. Mo evidence of overall spinal canal stenosis or neural foraminal narrewing is idennified at
this level.

OPINTON: CHANGES OF MILD DEGENERATIVE DISK DISEASE WITHIN
THE MID CERVICAL AND MID THORACIC SPINE AS DETAILED
INTHE FULL REPORT, WITHOUT EVIDENCE OF DISK
HERNIATION, SPINAL CANAL STENOSIS OR NEURAL
FORAMINAL NARROWING. THERE ARE POSTOPERATIVE
CHANGES FROM LEFT-SIDED HEMILAMINECTOMY AND
DISCECTOMIES AT L4-5 AND L5-51. AT L5-§1 THERE IS A
SMALL BROAD BASED POSTERIOR CENTRAL DISK
PROTRUSION WHICH RESULTS IN MILD TO MODERATE LEFT
LATERAL RECESS STENOSIS. MORE MILD CHANGES QF
DEGENERATIVE DISK DISEASE ARE PRESENT THROUGHOUT
THE REMAINDER OF THE LUMBAR SPINE.

PP ar

DD Q2/05/2002 07.02 DALLAS PECK, ¥D
T/D: 02/03/2002 1157

Is 714715

T# 13009579

CC:
E. TYLER FRIZZELL, NMD

006044

PATIENT'S CHART

B o B = v




Thy Jan 2L #/3x%+a/ L0032 St Luka 3 Heacsawal 4CG8.381.4230/7 (VRica; |V Faga /1

2

BCrgE AADIOLOGY GACUP, FA ' I . CEPARTMENT QF MEDICAL IMAGING
vy g — 4 Rt aai
BANE N, AAHML, B — COMPUTERCZER FOMEHAARMY
RICHARD H. LAHE, MO . CANPUTIRITED LLTRASOHQQRARRY
PeTer s, gt o, Regional Medical Center P BT A AN GIGAASBT
STRVEN V. WARY, ND ‘ ) MTREAVENTIONAL AADICL 55
4.\2511_ g. “;S;ELL'SG Decantment of Medieal (maging Mk GHETIC MRTQHAHCE IMADING
AHEHN . Hi LA HUGCLEAR NdCICINE

190 East Sanngek Siremt PECIATRIC MAGING

AAY M. THORFE, MO
Boism, idaho 33712

Fhone (208} 181-2415

BAX - ANDERSON PLAZA DIAGNOSTIC X-RAY
RALPH M. YEAKLEY, M.D.

NAME: Dennison, Chrs ] BILLING NUMBER: 000022605549
DOB:  10/09/1950 MEDICAL RECORD NO.: 0542815
ADM: 017292002 DIS:  QLR%/2002 ROOM: - PT/SVC: 0/aMI

CATE:01/29/2002

TWO VIEW LATERAL LUMBAR SPINE

CLINICAL DATA: Leg numbness. Tailbone pain.

COMPARISON EXAM: None.

FINDINGS: The dictation is based on the assumption that there are five lumbar-type vertebrae. Moderate La-51 disk
degeneration with marginal hypertrophic spurting and loss of disk space height is present. Theee is milder TLI-TL2 and
L.1.L2 disk degeneration with some mild hypertrophic spurring. No spondylolysis or spondylolisthesis.
CONCLUSION: Mild thoracolumbar and rnoderate L4-51 degenerative disk disease.

ELECTRONICALLY AUTHENTICATED

RALPHM. YEAKLEY, M.D. Jan 312002 7:15A

Boise Radiwology Group

T: LDM

d: Jan 302002 5:08F t Jap 302002 10:31P

Document #381523 Job # 22970

cC R. TYLER FRIZZELL

(B06045

Page |




Thu Jan 31 09%:24:03 2002 St Luka's Medical 20B.381.4357 (Veica) [0] Page 1/1
: . .
' 1

BQISE RAMISLOGY GACUS, P4, ' I DEPAATMENT OF MEDICAL, IMAGING
=204 . gunt. M0 3 BOME QENZIT OMETRY
CHAALIXS M. SARALICS wO — WAGATT MiuHG
BLring o DAMIRL, WD j o u e S COMPUTEARS T Y, A ¥
QICHARD W LAME, WG ECMAUTERIZE D LWL TRASONQOHAR HY
JETEA A LANAHUS, MO i i BIACMEETIE K

ZRAID & L HTMASTEN, Wl REQIDI"N Madical Center CHOIT AL mugﬁﬂa:
STEVEM Y. MAA K, MO . i INTERVENTIGHAL RATIGLOOY
LW A, MAXWELL, WO Qapartment of Madical tmaging Mot AHETIC AESGHANCE IMATLFG
EMENT 5. HELSOM, MO k MUCLEAR WEDIZ HE

A w THEAPE, MO 190 EJS! Bannack SIFEEt BAOIATRIC AR IMG

Bwisa, idaho 83772
Fhona {208} 2471.2415

BAX - ANDERSON PLAZA DIAGNOSTIC X-RAY

TOBD B BURT, M.D.

NAME: Dennison, Chrig J BILLING NUNMBER: 000022605349
DOB: 10/09/1950 NMEDICAL RECORD NO.: 0341615
ADNL: 0L/2%/2002 DI3:  OL/2%/72002 ROOM: - PT/SVC: Q/AMI

DATE:01/29/2002

TWO VIEW LATERAL CERVICAL SPINE

CLINICAL DATA: Pror reck suegery, Arm numbness and nesk pain.

COMPARISON EXAM: MNone.

FINDINGS: Surgical changes of prior C5-C6 interbody fusion is presaat and apoears to be solid. Thers i3 mild to
moderate C4-C5 and moderate C6-C7 disk space narrowing with asseciated marginal hypertrophic spurring and disk

space (055, The spine is in normal alignment. No fracture or subluxation, The prevertebral soft tissues ars
unremarkable,

CONCLUSION: 1) There 15 a solid-appearing C3-C4 fusion, 2) Mild to moderate C4-C3 and maoderate C5-Co disk

degeneration,

ELECTRONICALLY AUTHENTICATED
TODD B BURT, M.D. Jan 31 2002 9:26A
Bowse Radiolegy Group

T LDM
d: Jan 302002 5:07P - Janm 302002 10:533F
Ducument #831522 Job # 22976

CeC: R. TYLER FRIZZELL

0060486

Fage 1




GROUP LTL'AND LIFE WAIVER OF PREMIUW CLAIM FORM

CNA PART B — STATEMENT OF EMPLOYEE
Claims Customer Service: 1-800-303-9744

COMPLETE ALL INFORMATION & SIGN
Last Mame . First Noame i Mitdle Date of Birth 354
Dennisen Chris James 10/09/50|552-64-

Present Addresg (Streer number, gity, sTate, 2o code) - Emai!
G375 W =

LILa

~d
i

|
v

Telephene Fax . Employer Mame
208-658-0097 Same, call first aral Telephone Companv

Decupation/lub Titde E,!  Full-Time [ Part-Time
L

Controller

Date when you last repurted farwotk ms fm s san . Date you mhumed or expect 10 TEhUm to work __ar £ 3 )

4 T

Dase of First Medieat Troatment for this condition 1/29 2 _—

Are vou now engage=d in the durias of any occuparion or sndeavor for wages, profit or corapenaaton’
(] Yes ffNo Exphain:

Was an accident mvolved? L Yes l__,"r[NO [f yes, how did the aceident gocur?

Were you at work when it happened? ] Yes T no

If motor vekicle accident amach conv of the Police Accident Renor,

Are you regsiving or ave you applied for any benefits, eamings or incame other than those provided by your Employer?

O ves )g:t Wo  If yas, picase provide the nameds), address, phone number(s) of all compantes providing disability bemefirs:

Date Benefits began Dated ended
Marital Stams [ Single %Mam‘ud L1 Divoreed [T Widowad List names and hirth dates of spouse and all depeqdent children

Kaktherine W Dennison

**AUTHORIZATION™
Upen preseqmation of the original or photocopy of this signed authorization, I autharize any medical professional, hospitat or other medical-car=
institution, insurance support organization, pharmacy, governmental agency, insuranes company, group palicyholder, smployer ot benefit plan
administraror ta provide Continental Assuringe Company/Continezml Casualty Company or a0 agent, a#QrNey, COASUMEr FEPUIting 2gency o
independent administrator, acting on his behalf, information coneerning advics, cars ar oeatment provided the patient, employes or deczased
named helow, including information relating to mental illnass, wse of drugs or use of aleghol, 1 alse authorize my employer, group palicvhoider
ur benefit plan adminismator to provide Continenral Assurancs Company/Contingntal Casuaity Company with financial or emplovyment relared
information. [ alse herehy authorize the Social Security Administration to send a gopy of the Award (including family awands, if uny) or
Dizallowanes Notice ta CNA Group Benefits, PO Box 946710, Maitland, Florida 327946710 for Social Security Number: 552 _hd4-7849
This informatien i required hy Conbirentl Assurance Company/Continental Casualty Company to caleutars my disability benefies under Claim
Number (to be complated by TNA): . [ understand that such informarion will be used by Continental Assuranes Company
/Continental Castalty Company for the purpose of svaluating my ¢laim for insuranes benefits and thar [ or any authorized representmtive will
recaive 4 copy of this autharzation upon regquest. This autharization is valid from the date signed for the duration of the claim. [agres thar 1
photographic copy of this authorizarion shall be 25 vald g the griginal. [ know it it a ¢rime to complete this form with information ! kmow is false

or to amit any,£c1s. [ mow are important.
! \ )
LLH \ 4D LA o Dute ol aﬁﬁng
i 7 f-‘

Signature

*f IMPORTANT NOTICE*
Residents of all states EXCEPT FL, NJ, AZ Any perion who knowingly and wieh the intent w defraud any insurance company or uather person
files an apolication for insumnce ar semement of ciaim conraining any mawrially filse infarmaren of congsals for the purpuse of misleading,
informarion concerning any fact macerigl thersto commics o faudulent insuranes act, whigh is a crime and subjects such person to eriminal and
civil penulties.
FLORIDA RESIDENTS: Any person who knowingly and with intent to injure, defraud or decsive any insurer files a starement of claim or an,
application containing any false, incomplete or pusleading informarion is guilty of a felony of the turd deyres.
NJ RESIDENTS: Any perdon whe includes any false or misleading information on an applicanon for an insuranes policy is subject to criminal
and civil panaitiss. S
ARIZONA RESIDENTS: For your protection Arizona law requires the following staiement to appear en this form: Any pemson vho knowingiy
presents a fatse or fraudalent claim for payment of a loss i3 subject to criminal and givil penalties,
[ have re?nd( understand the above nofice.

) d |
_,_,tiJu., \’__ﬂt__ ,LC'_,.-‘LM-(_..'J-'&N Date [ .L';jd:-?’/‘:ﬂ“::’

Signarur

« R N OF PT NS ATATEMENT ON PAGE 3
Page 2 af § [D-1001-A

!
Hollandalg Dr, Boisz, ID 83709 Katnchrisdemsn. oo

m

" Eaclose 3 copy of the accident or palice repart, Worker's Comp. Coutact, Uf applicable. U 0 ll_(). 4. p.?




Y . .A Insurancs Companies ._m EMPLOYEE'S STATEMENT
1-300-303-97-+4
Compary Name

Far All the Commitmemts Tou Make Rural Telepghcne Company

e

<% SIE ATTACHED SUPPLEMENTAL STATEMENT

Name (Last, first, mridale infizi) Telaphare Mo, {Ineuas Area Code) Date of Qirth
Dennizon, Chris J. 208-653-0097 18/09/50

Mome Address (Street number, cty, stas, Op cocds) | Social Secumy Numbar
987% W Hollandale Dr, Boise, ID 33709 {552-64-7849 ]

Mailing Addresss, if different from Home Agqress (Sireet rumter, oily, state, zp axde)

9972 W. Hoplapdale Dy, Baeise, TDH B3709

Marial Sotes: ¥ marved, Spruse’'s Name & 2inh Date | Mumter of Cependem Birth Darter of Yaunget
CISinaied IMarreg Chverzed Clwidowad Katherine 07/07/549 Childran: §] Degendun:
Have yau agolied for or are you Applied Recaving l Date Agplied For Amount Recaiveq
receivirey banefits from: Yas Mo | Yes Mo WWeekly Marthiy | Edective Cate | Faid Thra Oate
2. Socmal Secunty E] [E D D ;
b. Workars' Compensation D D D |
c. State Cisability Insursnce . (] l
i, Fatirement or Pensicn -0 D D 1
a, Cther @ 00 1

“Plagsas Attach cgnieq of lethwrs o noticag ralatw 4o these Sther Saneitia

IF ¢ue 1o injury, how and wnen did this acodent ocour? Daie first reaiad for this sckness of
N/ e 01 /29,702
.| How does sicimegs/injury prevent you from retuming o werk? Data last worken? pricr 1o current On wihat date wera you abie to of do ‘
¥ Pain while performing duties in basesstoury: you extect to retum to wark?
List primary ghysiclans you cansuited becausa of this disability. (Use other side if neceszary) _l
Physician’s Name [ Address Phane Mo, (Ing. Area Coda) | Dates Tregled
12 Tyler Frizzell M.D.Ph.Ds 222 N. 2Znd St. #307, Boise 1. 01/29/02
2 2. Idaho, 83702, 208-344-1000. }202/07/02
J. 3. 3.
4, l 1. 4. !
a5 l 5. 3. l
List all hospital confinements for this disability. (se other side if recessary)
Mame gf Hospital Addrass Cate Cantined

important: Tha following autherizotion must alsc ba comgielzd by tha Emplayee:

Upen presentation of the orginagl or 2 photocapy of this signed authorizalicn, 1 authorize any medical professional, hospital or other
medical-care imstitution, insurance support organizadon, phammary, gavemnmental agentcy, insurance company. graup policyholder,
employer or benefit plan administratcr to provide Continental Casualty Co. or an agent, allomay, cansumer reporing agency of
imtependent adminisirator acting on its behalf, information conceming advice, cars or Meatment provided the patient, empleyes or
decsased named below, including informaticn refating to mental dlness, use of drigs or wsa of alconol. | also authorize my
employer, group policynoldar or benefit plan administrator to provide Centinental Casualty Co. with financiat or employment-related
information. | also hereby authorize the Sacial Security Admimistration 10 send a cooy of the Award (ircuding family awards, if arry)
or Disallowance Notice o CNA trsuranca for Sooial Security Mumter, 5352 5417349 . This information is requirad by
Cantinental Casyalty Ca, to cafcutate my disability banefita unelar Cigim MNumber:

.1 understand that such information will be used by Continental Casuaity Co. for the purposa of
evaluating my ctaim for insuranca benefits and that | ar any authorized representatrve will receive a copy of this authorization upon
request, This authorzation is vaiid fom e date signed for the durdgtion of the claim, | agres that a photographic copy of this
authgrization shall be as valid as the orgiral. | know it is a crime o complete this form with information | know is false or o omit

any facis | know are !mportant .
. = s - } : ‘
Cre s ties (i \ D i o 0=/ g/et
Mame (Flease Prnt) Signature"'" - [Date Signed !

G- 1162993 - Cnina Yermon Revized 3420

",:74‘-_]@_ i et 2
000048




-’. .

Chris I. Dennison, 532-64-734%
Rural and Pend Oreille Telephone Companies Policy SR-83116494
Form G-116299-B-Online Version, LTD Employee’s Statement
Faebruary 5, 2002

From April 1998 through April 1999 Tunderwent 5 back surgeries to alleviate CORtNUOUS
extreme pain in both my neck and lower back. At that time through April 2001 { believed
that the problems were cured.

Beginning in April 2001 through today the pain has progressed in frequency, duration
and intensity. I atternpted to get by with over-the-counter pain medications. During this
time and up to January 29, 2001 [ was working between 60 to 80 hours a week. Two
weeks ago the pain became so intense I returned to see R. Tyler Frizzell M.D. Ph.D., on
Tanuary 29, 2001, abour the problem. He requested both an X-ray and an MR I and
prescribed pain medieation. I could not carry on with my job duties with the amount of
pain [ was experiencing. I could not, and still can't, stand or sit-up for longer than 10 to
15 minutes without shaking from the pain. My arms and legs become numb and lose
feeling. When [ attempt to stand up from sitting T initially lose my balance. I have no
feeling in my fingertips and toes. The pain from my neck causes migraine headaches,
causing an additional impediment to performing my job duties. [ couldn’t, and still can’t,
function while performing my job obligations because of the pain.

My last day of work was February 1, 2001, I don’t believe [ can continue within the
scope of my job responsibilities or any duties until the pain subsides. My understanding
is that medication will help but not cure the problem. My type of work requires a lucid
mind that cannot exist while under the influence of drugs. I can’t lift, I can’t sit, T can’t
stand and [ can't think well when taking the required medications or with a migraine

headache.

Dr, Frizzell indicated, from the tests, three different places in my spine and neck thar are
causing the pain. We discussed treatment and a prognosis. Fram the discussion, long-
term disability appears to be the only way to allow me the ability to alleviate the
deterioration in my spine and some of the reiated pain. If I continue with my present job
requirements the problem will only get worse.

My wife has Multiple Sclerosis and is prograssively unable to maintain our household. I
am not able to help her or “take-up-the-slack”™ because of pain and related lack of energy.

I approach long-term disability with trepidation because I enjoy my career and do not
wish to stop working. Saying that, I can no longer live with the pain or the collateral

incapacities. _
| Q

j
i

Page 2 of 2

000049
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CNA ® L J

For All the Comm itmenia You Make*

DATE
CLAIMANTS JOB ACTIVITIES STATEMENT Fehrnary 7, 20072

MAME . CLAIM NG,

Chris James Dennison
JCB TITLI DATE LAST wORKED
. Contreoller February 1, 2001
EMPLOYERICOMPAMY MAME AJDRESS LEAEONE NUMBER

i tenns Ferry, ID 83673
Bural Telzoshons Company /04 W, éidfgon Ave? Jog_3er_Z7Am14

DIRESTIONS: PLEASE ANSWER THE FOLLOWING 2ASED ON YOUR USUAL JOB ACTIVITIES IMMEDIATELY PRIOR TO YOUR
DISABILITY . [F THE ACTIVITY DOES NCOT aAPPLY TQ YOUR JOB PLEASE MARK “"N/A™.

1. Brief summary of your usual cccupational dutias prior 10 disabitity. Besponsitla for aconunting

recards for seven enktities. Manage 2 departments, finance & billing,

upervising 5 employess. Accounting records are computeriza=d & reguiras

1]

|

sitking for 10 to 18 hours,® davs a week, 50 af work & 40 tog 50 _houvs

at homs. Handle Bublic Utilirises is=ues for 3 states, ipcluding reporting,

omplaints £ rako cAase pranarakion Ploase geo a+rtached ab dc-qr"*ipi-iﬂn

2. {AVERAGE NO. OF HOURS WORKED! [ WORK ‘
PER DAY PER WEEK | INSIDE 100 % OUTSIDE % WITH PEOPLE 5% ALONE _S0._%

| SUPEAVISE
15 50 Yasti No[] NUMBER OF FEQPLE __S5_7... % OF TIME _1an.

3. Pleasa circla the number of hours per day your Job requires the fellowing:

SITTING 0 1 s 3 4 g & 7 4 10-12 hours
STANDIMG Q 1 2 3 4 5 6 7 8 1- 2 hours
WALKING 0 1 2 3 4 5 6 7 8 1- 2 hours
DRIVING »commilt ing 2 1 2 3 4 & & 7 8 2.5 to 3 hours
LT SR 0 1 2 a 4 5 8 7 g
FPLEASE SPECIFY OTHER:
¢, Does your Job require lifting or carrying? Yes XX Mo ,if yas, piease complete tha following:
Distance
pccasienal 4 of Times/Cay Carried  3=23 feet  Ciwle # of hoursiday
Q- 5ikts, — o1 2 3 4« &5 & 7 8
§ ~ 10 a3 — 0 1+ 2 3 4 & B 7 8
10 — 25 ibs. — 6 1t 2 3 4 35 8 7 8

Boxes coptaiping raners and records 20 to S50 pounds

006050

Tyoces of Materials ...

G-102C63-A




5, [oes your Job require; (. .
YEI N

Language Skills &= (O Simpte Complex _English.  Hours Per Day lo-18
Arithmetic Skilts ® O simple Complex _ACCOUNYIiNgHoyrs Per Day _10-18
Teiephona Skitls X 0 simple Complex _¥25 . Haurs Per Day g~-10
Public Speaking o & simple Complex . Hours Per Day

Hearing ¥i | Simple _ Complex Yoz _ __ Hours Per Day 8=10

Pleasa list typas of Office Equipment your Job requiresa:

Computers, printers, caleculator, telephones,

6. Are You: RIGHT HANBDED XY OR LEFT HANDED | |

Does Your Job Regquire

YES MNC RIGHT HAND LEFT HAND
Simpie Grasging & L] = X
Pushing/Pulting o & O O
Fine Manipulator Kl (] = EC

7. Provigus Education, Training and Experienca:

EDUCATION: .
B.S. in Business ddministratien, Accounting Emphasis _

TRAIMNING!
Certified Public Accountant, z2lso Law Eaforcemant

EXPERIENCE:

10 yvears retail tipe business, 227 years law enforcement. 17 years

accounting & business management.

B, Additlonal comments to ciarily or amplify all the above...

1 CERTIFY THAT THE ABQVE STATEMENTS ARE COMPLETE RELATIVE TO THE QOGCUPATION FOR WHICH | AM
CLAIMING DISABILITY BENEFITS.

Sgnature: R

Date: Februarvy 7, 2001

006051
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. RURAL TELEPHONE CON?&NY

Position Descriptio

Emyployee: Chris J. Deanison Tide: Congoller
Office Location: Glenns Ferry Departmext: Finance/Operations
Reports to: James R. Martel!

The overall objective of my department is:
To optimize company performance by enhancing operational and financial workmanship.

—

My major function is;

To plan, direct, coordinate and control the financial & accounting department. Assist with all Iines
of business, including subsidiary activities, by interpreting and implementing the objectives of the
President and Board of Directors. Assist the President with Company management.

In order of importance, the principal responsibilities:

1. To safeguard the Company’s assets and fairly record Company liabilities by managing all
acrounting and financial operations, including. establishing operating procedures, Company
policy, billing, receipts, disbursements, accounting and financial record keeping and reporting,
budgeting and cash Row management, recommend and administer investments, and assist our
outside accountants, attorneys and consultants in representing us to government regulatory
agencies.

7. Assist in training managers and staff for greater productivity, acauracy and timefiness.
Teo assist in scheduling and conducting annual staff performance reviews and recommend
financial reviews when needed, To schedule, perform and submit my personal performance
review annually, at my hire date anmversary.

3. Help determine new busmess and Company objectives. To daily administer imternal operztions.

4. To hold down expenditures and preserve the economic welfare of the Company. To preserve the
confidential nature of the company’s business and adhere to the highest ethical sxan_dm'ds and
loyaity when representing and deaiing with the company, Custome?s, other companies and cther
employess.

5. Meet with the management committer & Board of Directors as needed. To perform any othet
tasks and duties that may be permanently or temporarily assigmed to me from hime to nme.

Agrecd to: C},L.k‘,_\ 1\D Qan . § Date: [Z.-f;/!q!/ig

{

Approved by: Date:

R—

DIE




it

| Controd mumber

63 OMB Mo, 1545-0008

Sale, aocinale,
FAST| Uee

Wisl the RS Web Siha
Bt wwrw rs.goy.

+ Employar Kantidlcation rumber
930739703

Wagas, Hps, tiher compenantion

Empleyer's name, address, end ZIP coda

§3058.00

2 Federal income tex withhald

dldl. 20 |

3 Sochal secusity wages 4 Sockal secueily 1ax witkhgld
RURAL TELEPHONE COMPANY 72342.00 ___4485.20
704 W. MADISON AVFE . % HMedlcere wages and Lips & Madicers lax wihhald
GLENNS FERRY ID 83623 73542.00 1066-42
T Soclal securily lps 8 Allacated tips
Employea’s soclal securlly numbar @ Advance EIC paymanl 1t Dspandent cara benalits
5352647849 ;
Employee’s name, addreas, ad 2P code 11 Monguelied plans mmw Sen struclons for bow 12
Ch J. Dannison i D _ 1284 .00
A R T
' 9975 W. Hollingdale Dr. 1 & 0O ] _
14 Cther Y 120
Bolse ID 83709 3 _
Muh_

ke Employer's s%gle ID rumbaer 18 Steta wages, 1ips, slc,

ipl... 000186466 ... .| . 68058.00

17 Slais Income 1ax

] A393,00

1B Local wapes, ips, elg.

19 Local Incorma Lpst

20 Locatly nams

_
Wage and Tax
n ElN Statement

py B To Be Flled whh Employee's FEDERAL Tax Rstum.

Informallon 1s being furnished lo the Inlemal Aevenus Service.

2001

Dapartment of the Trezsury —Intemel Ravenus Service

FORM LWZ8

= ™
")

000609

(8%




- CNA' $uranc’ec ) N
CNA . 1-300?34]3_9744 ompaniag .
PHYSICIAN'S STATEMENT

For All the Commitments You Make®

whaera space does not permit.

PLEASE PRINT — Use a separate sheet of paper to answer questions

Patiant’s Name Dara of Binth
Chris J Bennison 10/09/50
Fatient's Address — Sireat, City, State. Zip Cede Fhone Mumber fSﬁ«rea Code First)
937% W Hellandale Dr. Boise, ID 83708 2108-6358=-0097
Emplaoyer's Mame Poficy Mumber
Rural Telephone Company SR-B831160434
| hereby authorize releass of informaticn on this form , by the physician name on the reverse side of this form
for tha purpese of claim processing. Signatura: bt L \ N Qe it S Data: & z—/ﬂ i rélz
1. HISTORY
Prograssively from 04/0! to datz
{(3) When did symptems first appear or acicent hagpen? Manth Day Year_
(b} Date of first visit: Mamth ___ 01 Day 29 Year 02
() Date you first advised patient to cease work: Month Cay Year_
(d) Has patient ever had same or similar conditicn? yes TiNo

If yes, please state when and describe:

() 15 condition due to injury or sickness arising out of patient's employmert?  Jves [OMe DUnknown

2. MEDICAL CONDITION

() Diagnosis: "5, (. \rmau ¢ Shedes Posy j},x.w'\\qc,-v’/(‘aﬂ’\,/:;f_uz,( SWCTC:‘CFF

(b) Complications: im —« do 4+ e le . by, € fe D w {“me Mol e
Pari 85 ceqyeelid
(C} Symptﬂmﬁl d:') |'r_' V\I a[\\c-c,;_v"\..-"l_ Dc_'j . (‘E[/_‘C.?.-k- A IL/_\ (_.—'\_\J-ﬂ—!.f'jfa-\,- S",Drl“u'\-""'a
T vxuv-rc:(,u:ﬁh} i
(¢} QOBJECTIVE FINDINGS (Please attach reports including x-rays, EXG's, Lab Data and any climical findingsk:
+ SCL"‘C"EHTW) ‘Sﬁfﬁu Ay T Ao /[_—L__,.-

3. NATURE OF TREATMENT

L
(a) What are the treatrment plans? Ny eols , fonSow we o I (V- RRP I GV PoNY. SN

(b) Swigery: AU £y oafeeu %

2oy ‘—'l! £y =~
{¢) Medications: RV d T

{4) Has this person baen referred to ancther physician?  TivYes E‘ﬂ(f
Mame and address of this physician:

L Day 7 L Year & —

{g) Date of last visit: Month

e e CE‘ /:j‘t‘v' - = S ""'_:\-. { Ploa g |

(1 13 furthar treatment racuirad? & o et

G-116300-C Online version Rawnned 200

000034

I




4, PHYSICAL LIMITATIONS

What are the specific limitations (i.e., lifting, standing, stooping)
.i_

wJoo ey L Pashileg o potloy Cves o 7

Mo Prolomu el Shavding o SR
Oifu|“-] O LS emenf tf)t'c,-x_-:{:ﬁv? /Jruﬁl's' A'»‘W)

—

5. Does this person have mental or nervous limitationz? [ Yes W
If yes, please describe:

Lo ¥
@md e U8 by ot z s e 5 rrised Owep oAt
({—A/'\YC: N Pfl—l\““- N T L otown L‘)C«v' .}_ (b'c”r Joe u,f Sp:w-‘?._,

5 PROGNOSIS (Recovery and return to work date)

REMARKS: N _
AbcCCumSc' o-+ P‘H: Ml Rwls SPine SLLV‘C7‘I‘?V"\F§'

vjf, Ve e el cze"}(:v—u:'f"!tt\u‘t’ anawc)es‘ a3 (ueld

oo 6 "\'i”] o FLer CewnSevyatlve e A vend Loe
&CLE La W‘xc,uwugj TN by 'F'U-'v HAE ﬁu- V_"’l tvﬂ_{ @
+L’\- :r*j f" BNy e o ‘

Talephone

£08 344-1000

Nama (Physician) Pleasa Print Specialty

B Tyler Frizzell M.D.Ph.D. A~ Q-\{ya_,ﬁuvc&;g&"‘-""\
Address = Street, City ar Town, State or Province, Zip Code i
222 North Second Street, Suite 307, Boise, ID 83702

O N

Farinformatien ragarding where to mail this farm, contact your Human Rescurcs Rapresentative, Banefits
Administrator, or CMNA Group Banafits Sales Represantaiiva,
- - e -
GHHH

Ravised 00

Date )
- /7 /LsT—-*'

G-116300-C Qnline varsion




GROUP LTT.”ND LIFE WAIVER OF PREMIUW CLAIM FORM

CNA . PART C - ATTENDING PHYSICIAN'S STATEMENT
EMFPLOYEE: COMPLETE TOF PORTION AND SIGN BEFORE SENDING TO PIHYSICIAN,

Patient’s Name: Date of Birth

Chrig J Dennizaon 10/08750
Pacdenr's Adidress = Soreet, Ciey, State, Zip Code Phone Number (Area Cade First)
S073 W _Hetlandale Dr, Boiszse, ID 83709 208 -3%¥Y £523~-0097
Employver’s Name Policy Momber
Bural T=leohone Company SRE31164%94, 3R-83116%591

t hereby autharize my Physiciun to provide the informarion betow for the purpase of claim processing, [ understand that I am
responsible fg.:\:lny expenses refated o the completion of this fuem.

Signarure L‘LA.-.“) V) Gt Date [ z,,é:-q;/@'z_,e
/

PHYSTCTIAN: PLEASE COMPLETE THE INFORMATION BELOW AND ATTACH SUPPORTIVE MEDICAL DOCUMENTATION.

Complee Dragnosis. {F surgery pertormed, piease deg -we;:
{S/i? o el ed i \SQ L,\.whx}c;f )

PG e el d LJ@LJC SL_(P,_EJV_._W*G'
Ciagnostic Coude:

[2ared 3) of Hospiraid
T Y

rd
Hus the patient previously had the sams or simular condition? dY:s O o ifves, When? _S Tm LT /Z of /1’,*‘ a
Plense descnhe:

-

rad
(5 conditon due o an Aveident? [ Yes. \;.) Dats a 3 TEATMeTI fu?m conditan
If e, is 1t work related? [ Yes MNa i ot/
Date you advised patient to s10p work dus o thiz condition ? /_7 /U
i
Dare you advised patient o retum o work in any capacirty .
Comments:
Mame and address of other maating physicins, if knewn: AV V) Fi it d 7Lu| Lae. , 61
Medival Findings (Attach office nates, results of plysical examinarivn, radiolowy, EXG, laburatory reports, ete.) |
+ Sr’: \r'n::u-lv-—w :E'LI.-_"N""-TI hom o 0T
Trearmenwonls P (ol o bl K’ L S VNP 4 o F e L
Chovioest bond i dion & fat g I Pale fmine e,
J
Name ot Physictan {Pring} Speculty
E. Tvler Frizzell, M.D., Ph.D. ‘ ﬂ,J*‘lLf..tf’“. - E?"-‘V"'-,I' ]
Straet Addrass: iy Town: ! StawiZip Code |
222 North Zecond St, Suits 207 Enisze J ID 82709 .
Teigphons: Fax Email T
: - T, )y ™ i
203-344-1000 To % B H - 23 il

S‘E'Imf!ﬁ /0\?/-\,;\ fp Dm /7 /CJ_J ]

PLEASE BRETURN THISN COMPLETED FGRM TO YOUR PATIENT
- el
r ’ \
On0ab

Page Jat'l LD DA




CNA Short Term Disability Glaim

Far Al Mhe Cormmstrnents oo Make"

INSTRUCTIQNS: Complete Part | of this form per Shart Term Disabifity guicelines. When forwarding the form to your
empioyee, include a self-addressed envelope. If you have any questions regarding completion of this form, please
contact the CMNA Ciasm Prucessmg Center at 1-300-103-8744,

_ ‘ R 'l."Ta be Campieted By Empioyer Only - o0 0 007
Emplnyur’s MNume Policy Number
Rural Telenphone Company SE-R311KR53]
Limeation ]:l Class Date of Hire Effective Dure of Coverage Emplover Contribution:
Glannz Farcy, I N7/0V/ST 0l/01/2000 o0 U Prea Tl Posttax
Empivyee’s Name Cuzeupation
Chris J Dennison Contraliar
Emploves's Address Employee’s Phune Number
9975 W Hollandale Dr, Eoise, ID B370% 208-558-005%7
Date of Birth Secial Security Number | Salary Hourly Wage/Hours Worked Days Regularly Warked

10/09,/50 552-64-784% 573,542 annuzlly OsOMEBErOwOTCrOS
Poes job require Hiting oc caeyying? | IF yes, indicare maximum amount of weight cequired m be lifted or carried:
Cryes Do 50 pounds
Briefly describe employee’s activities incinding major phyvsival demands;
accounting & billing supervisor, conkreilzsr, commubk=y, cglonlakor
MNature of Disabilicy Is This a2 Work Related Disatrilicy?

Back Pain U ves & Ne

Is employee receiving or entitled £f yes, indicate the source and ymauat the empluyee is receiviag:

receive ather benefita? [J Yes @ Mo

Day Last YWorked Darte Employee Expecied to Return to Work Sick Bank Paid Thraugh B

———————————————————— 36 hours laft

Compady Coatact Mame Title Work Teleplivae Number
Jamas R Martell PFrezidenk 0B-3R8R-2514
Contact’s Sipnature Crate

YU Imstructions to Employee
Yaur attendmg physician should compfete part l!l af this form,
Catay in submitting this form could Interruct cantinuation of your benefit payment,

| hereby authorize any physician, hospital, employer, insurer, or other organization ar persan having any records,
dates or information concerning me to fumish such records as may be requested by CHA or their autharized
representative.

EMPLOYEE SICNATURE Datu

- ) Nl. To Be Complated By Attending Physician Gnly
Cﬂ_y:nph_,h_, Durrnus;s with Cumphcnm)m (if aurzery was performed, plexse deseribe):

.f,-_‘ft‘c.'c:( WCnth JMH-\H-L““C'
s o Samn e S5 N .
Wy Patient Hospitalized® (] Yus [f Mo Duge -\dmllu.d Draire Discharged
R T A/ -
st Drate of Trea !:l'l!. for Aboyve Condition Dage Total Disability Commenced Lasr Dace of Tragxtmen)
2 2o LS A i }L«'? 27 2.
Exoecred Rerurn to Worlk Date Can patient resume full duties upon ceturn t wark? [ ves Cotm i no. please
ﬂ.j }4 explaing
I Drisability Duw to: Expected Dare ufll?lglivury
O Sickness T Injury O] Work Relared [ Preqnangy LMP: !
Physicians Mame and Address Fhysicina’s Telephone Number
B, _Tyier Frizzell, .0., Pn.D. 208-344-1000
it d e P uu‘;.m.ksa- wuglyes Lot CPhvaigiaaTs FAX Musnhar .
S S SEA S e
(-1 320 19-0Y Omiine version Please attach suppnmng documentation and/oc tese cesulis Ravised 1L/ UO

fandt

UG!;(*Jr
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IN THE UNITED STATES DISTRICT COURT

FOR THE DISTRICT OF IDAHO
)
CHRIS J. DENNISON, ) Case No. CIV02-507-8-LMB
At )
) NGy 2¢
Plaintiff, ) t
. ) . ‘ .
Vs ) NOTICE OF SERVICEOF
CONTINENTAL CASUALTY COMPANY y CDMPLADIT AND DEMAND :
an Hlinofs corporation; CNA GROUPLIFE . . ). FORJURY.IRIAL . e
ASSURANCE COMPANY, z wholly owned = ) ' o
subsidiary of Continental Casualty Company, )
RURAL TELEPEONE COMPANY; and Idaho )
corporation, )
)
Defendant. j]
)

L. T0O: CNAGROUP LIFE ASSTIRANCE COMPANY . e e e e -
ATTN: JONATHAN D. KANTOR,
333 SOUTH WABASH, 435
CHICAGO, IL 60635

You will please take notice that a due and regular ssrvice of a SUMMONS,
CDMPI_MT AND DEMAND FOR JURY TRIAL in coonection with the above-entitled action,
wai m:;x_d_f.; g@@ you by I:I%A}JD'DEL&*v'HERY on the 12th day of November 2002, by delivering in
Baigefld.aﬁd; on thie sxd dafe‘ to the Director of the Dt:pamnént,'qf [pﬂrancc,"Staté :of idé;ho, who
is the duly and regularly appointed Statutory Agent. A copy cf each Insthument 15 enclosed

herewith to you as provided by law,

T DT W I‘I'N'ESS WHEREQF, I have hereunto sat my hand and the official seal of this office

P
.

o
™ at Boise, Idaho, tﬂa—lﬂlth day of Noversber 2002,
”:- ™ MJJ/T e /ols
ot . DIRECTOR & o nnns98
- pOG0ooR
R Departroent of Insurancs -
' Stare of Idabo
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IN THE UNITED STATES DISTRICT COURT.

FOR THE DISTRICT OF IDAHO
) | .
CHRIS 1. DENNISON, ) Case No. CIV02-507-5-LMB
)
) 1
Plaintiff, ) Nov 2 ¢ D
)
vs. ) NOTICE OF SERVICE OF - ~
CONTINENTAL CASUALTY COMPANY Yy CD‘VIPLAINT AND DEMAND 77
ari Tinois corporatom; CNA GROUF LIFE D FORHJRYTRIAL o
ASSURANCE COMPANY, awhollynwned Ty T e
subsidiary-of Continental Casualty Company, . ).
RURAL T’ELEPHDNE COMPANY, and Idaho = )
corporatiorn, )
)
Defepdant. )
2

TO~+ CONTINENTAL GASUALTY COMPANY L
ATTN: JONATHAN D. KANTOR
333 SOUTH WABASH, 438
CHICAGO, IL 60683

You will please take motice that 2 due and regular service of a SUMMONS,

COWLAINT A\ID DE\/IA.L“\JD F OR ]'URY TRIA.L in commecticn with the above-entitled action,

dBmse Idahc: on the said date to tha Director of the Depa.rtmmt of In:,urance Srate of Idaho, whe
is the duly and tegularly appointsd Statufory Agemt. A ¢OpPY of each instrument is enclosad
herewith to you aé provided by law.

IN WITNESS WHEREOF, [ have hereunto set my hand and the official seal of tus ofitce

- fo ‘-ﬂ.

- _Em daho Ehig.lat.h day of November 2002.

Zi - = ﬁ:—«;—/—fﬁ/ Vil bls
- EE < DIRECTOR ~
B ] -~ Department of Insurance Uﬁ 0l 58

“r o5 State of Idaho
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David E. Comstock

LAW OFFICES OF COMSTOCK & BUSH
800 West Idahq, Suite 300

P.O. Box 2774

Boise, Idaho 83701-2774

(208)344-7700Q

158 No.: 2455

Attorneys for Plaintiff

IN THE UNITED STATES DISTRICT COURT

FOR THE DISTRICT OF IDAHO

CHRIS J. DENNISON eWo2-587-8- L¥B

Case

Flaintiff,
SUMMONS -
V. CONTINENTAL CASUALTY COMPANY

P )

CONTINENTAL CASUALTY COMPANY)
an llinois corporation; CNA GROUP )
LIFE ASSURANGCE COMPANY., a )
whally ewned subsidiary of Continental )
Casualty Company, RURAL )
TELEFHONE COMPANY, and ldaho )
)
)
)

cqrporation

Defendzants.

)

TO: CONTINENTAL CASUALTY COMPANY

YOU ARE HEREBY SUMMONED and requirad to file with the Clerk of this Court
and sarve upen Plaintiffs’ attorney, David E. Cormstock, Comstock & Bush, P.O. Box
2774, 800 W. |daho, Suite 300, Beise, Idzho 83701, an answer to the complaint which

is harewith served upon you, within}@'days afer service of this summons upon yau,

SUMMONS - CONTINENTAL CASUALTY COMPANY -1

400060
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exclusive of the day of service. [f you fail to do so, judgment by default may be taken

against you for the relief dermanded in the complaint.

CAMERON . BURE® - 0T 80 20
Clerk Date

SEANIE M. LOERA
By Deputy Clerk

IUMMONS - CONTINENTAL CASUALTY COMPANY - 2

000061
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David E. Comstock

LAW OFFICES OF COMSTOCK & BUSH
800 West ldaha, Suite 300

P.0. Box 2774

Boise, Idaho 83701-2774

(208)344-7700

1SB Na.: 2455

Attomeys for Plaintif

IN THE UNITED STATES DISTRICT COURT
FOR THE DISTRICT OF IDAHO

CHRIS J. DENNISON Cace ,@GWQ 2~5037-3-1H8
COMPLAINT AND DEMAND

Plaimtiff,
FOR JURY TRIAL

V.

‘l—’vu'ﬁ-"‘\-“\—’vl

CONTINENTAL CASUALTY COMPANY)
an llinois corporation; CNA GROUP )
LIFE ASSURANCE COMPANY, a )
wholly ewned subsidiary of Continental )
Casualty Company, RURAL
TELEPHONE COMPANY, and ldaho
corporation

L

Defandants.

)

COMES NOW, Plairiif Chis J. Dennison by and through his attorneys of
racord, Comstock & Bush, and as and for a cause of action against the Defendarnts

abave-named, states and alleges as follows:

COMPLAINT AND DEMAND FOR JURY TRIAL -1
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[ PARTIES AND JURSIDICTION

1. At all times relevant herete, Plaintiff Chris J. Dennisen was & resident of
the State of ldzho, County of Ada.

2. At ali times relevant }'aeretn, Defendant Continental Casualty Company,
(hersinafter "Continental™) was, upan information and belief, an llingis Corporation,
whose principal place of Eusiness |5 Chi.c;agc, li]in;:is.

3. Al gll times relevant herato, Defandant CN;A Grcqp Life Assurance
Company, (herginafler "CNA') was a whct[y.owned subsidiary of Defendant
Continental and was doing business within the State of idaho.

4. At all times relevant herafo, Defendant Rural Teleghone Company
(herinafter “RTC") was an Idsho Corporation, doing business in the State of Idzhe,
whosg princi-pal placea of business ts Gienns Fery, [daho.

5. Jurisdiction in this court is vestad pursuan:i to 29 U.S.C. §1132(e)(1).

LA N |

7, Flzintiff herel:;'v,-r incc.:rpc;'r-ates. énd realleges ezch and every preceding
paragrapn and incorporate the same by referencs heresin.

g. At all times relevant hereto, Plaintif Chris J. Dennsion was employed as
Controller of Rural Tetephone Cormpary,

g Al all times relevant hersto, Plaintiff Chris J. Denmsor, as an employes of
Rural Telephona Company, was an eligible particigant in his employars Group Long-
Term Disability Insurance Plan, policy no.: SR83116484. Said Group Leng-Temn

Disability Insurance Plan was purchased from and underwritien by Defendant

COMPLAINT AND DEMAND FOR JURY TRIAL - 2

06063
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Continental and serviced by its whelly ewned subsidiary, Defendant CNA.

10. At all times relevant herets Defendant Rural Telephene Campany was the
“Plan Administrater’ of Plaintif's Group Long-Term Disability Insurance Plan, policy
no.: SRE3115494 ;

11.  Due to failed back syndrome and other on-geing medicat issuas, on
Februzry 7, 2002, Plaintiff Chris J. Dennison filsd a elaim for disability benefits with nis
smployers Group Long-Tert Disability Insurance Plan surety. As part ef the requirsd
dacuments submitted as ﬁrncf, Mr.-El)ennison's claim packst contained the attestation of
his treating physician, Tyler Frizzel, M.D., that as ef February 7, 2002, Mr. Dennison
was totally disabled.

12. On or about March 8, 2002, Flai'ntiﬁ’ wag notified that he was terminated
from his emplayment with Rura! Telephene Company, effective March €, 2002.

13,  On or 2bout March 12, 2002, Defendant CNA contacted Mr. Dennisen's
ermployer, Rural Telephone Company, and spoke with General Manager, Michasl
Richmond. Mr. Richmand failed to irform CNA that Plaintifl had teen terminated and
wrongfully infarmed CNA that Rural Telephone Company would maka reasanable
accemmodations te accoml;x'uladate Mr. Dennison's physical conditicn and that Mr.
Dennison's positicn as Controller was strictly sedentary.

14,  On March 18, 2002, Plaintif Chris J. Dennisan was nolifisd by Defendant
CNA that his glaimn for Long-Term Disability Benefits was deniad,

15 On or about May 2, Mr. Dennisan appealed Defsndant CNA's initial denial

af disability benafits, enclosing additicnal medical docurmentzaiion reflecting that he was

COMPLAINT AND DEMAND FOR JURY TRIAL - 3
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totally disabled. Mr. Bennisen also informed CNA that Mr. Richmend had given
incomplete and inaccurate information.

16.  Between May 2, 2002 and June 10, 2002, Mr. Dennisan submijtrad
additivnal docurmentation (o Deferlldant CﬂA, supporting hig claim for Long-Term
Disapility.

17.  Onorabeut June 24, 2002, CNA's Appeals Committee notified the
FlaintifT that despits the opinion of Tyler Frizze!, M.D., Plaintiffs treating physician, that
Mr. Dernisen was unable to work, Defendant CNA's final determinatian was a complete
denial of Mr. Dennisort's claim for Leng-Term Disability Benefits

. BREACH OF CONTRACT - CONTINENTAL & CNA

18, Plaintiff hersby incorpeoraies and realieges each and every pracading
paragraph and incorporate the same by reference herain,

19. By virfue of the contract of insurance existing between Plaintiff Chris J.
Dennigan and Defendants, said Defendants owed Mr, Dennison a contractual duty to
ensure that his claim for Long-Term Disability Benefits was evaiuated and considerad
i a fair and impartial manner. As set forth above, Plaintiff exhaustively complied with
31l terms and ceonditions of said ccntracé during his application for benafits and during

the appeal process,

20.  Defendants have breached the contract of insurance existing betwsen
Flaintiff and Defandants by arbitrarily and czpriciously derying Mr. Dennison Long-

Tenm Uisability Bansfits.

21.  As zdirect and proximata rasult of Defendants’ condugt compiained of

COMPLAINT AND DEMAND FOR JURY TRIAL -4
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karein, Plaintff has suﬁer!and will continue to suffer a loss o'ensﬂts and ather
consequential economic damages in an amount to be more readily ascartained &t trisl,

L. BREACH OF FIDUGIARY DUTY - RURAL TELEFHONE COMPANY

02 Plaintiff hereby incarperates and realleges each and evary praceding

paragraph and incorporaté the same by rafarance herain.

23 As the named Plan Administrator for Plaintiff's Group Lcng—Term
Disabiiity Insurance Flan, pelicy no.. SR831164¢4, Defendant RTC owed Plaintiff a
fiduciary dufy to ensure thgt_ his Q!Ei:_‘f‘! far Long-Term Disability Benefits was presentsd
t¢ Defendant CNA In a fair and impartiat manner. -

54 Defendant RTC breached this duty By wrongfully iInforming CNA
that Mr. Dennison could werk at RTC and that RTC would accommedate his medical
condition allowing him to perform his jeb, when it had no intenfion of doing so.

25 As a direct and proximate resuft of Defendant's conduct comptained of
herein, Plaintiff has suffered and will continue to suffer loss of benefits énd other

. gonseguentizl economic damages in an amount to be more readity ascertained at trial.

IV, BREAGH QF FIDUGIARY DUTY » CNA

26  Plaintiff hereby incorporates and realleges each and svary preceding

paragraph and incorporate the same by referance herain.

27. Astne partﬁr \n}hose diﬁ.y it'\:;as tq-sefvica the Plaintiffs Graup Leng-Term
Diszbility Insurance Plan, policy rio.: SRE3T 18434, Defendant CNA owead Plaintifl a
fiduciary duty to ensure that his claim fer Lchg-Term Disability Benefits was evaluated

and considerad in a fair and impartial manner.

COMPLAINT AND DEMAND FOR JURY TRIAL - 5
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28 " Defendant CNA breached this duty by the existence of its inherent conflict
of interest, by ignoring the evidencs gresented by Flaintii®s cwn physician and by
fsiling te investigate the validity of the information it was provided by Defandant RTC to
she effect that Mr. Dennisen could work at RTC and that RTC would accommedate his
mediczl conditien ailawing Him to perfem h'is job, _when RTC had no intention, of doing
50,

23, As a direct and praximate resu}t of Defendant's conduct complained of
Rersin, Plaintif has suffered and will continue to suffer a loss of bengfits and other
consaquential economic damageé inan amcdrn‘. 1o be mare readily ascerained at trial.

DAMAGES

40 As a direct and proxdmate rasult of the Defendants’ canduct complained of
herein, Plaintiff has suffered the fellowing damages:

(a)  Pastand future loss of incame and/or penefits which Plainiiff Chris J.
Dennison would have reasanabh{ expect_ed_ta 're.ceiv_e in Leng-Term Disabilily Benefits;
and.

(5) Atomey fees, penaities, interest, gnd expensés incurred reasonably
related nerata.

DEMAND FOR ATTORNEY FEES

As a rasult of Dafendants’ conduct complzined of hersin, Plaintif has been
campelied to retain the taw firm of Comstock & Bush, and has incurred and will incur
costs and rzasanable sttomeys fees related thereto, for which Plaintiff is eniitied to a

gegarate award of reimbursement pursuant to |daho Cede Sactions 12-120, 411325

COMPLAINT AND DEMAND FOR JURY TRIAL -6




and 23 U1.5.C. 1101, et 52q.

PRAYER FOR RELIEF

WHEREFORE, PlaintifT prays for judgment against Defendant as follows:

1.

For prospactive loss of income and/er benefits in @n amount which shall

ke more readily ascertained at the tims and placs sst for trial;

2.

3.

For prejudgment intarest as allowed by law,

For an award of costs and attorneys fees ressonsbly incurrad in the

- prasacution of this aclicn;

For any penalties provided for by force of law; and,

Far such other and further relief as this court deems just and equitable in

these pramises.

DATED This i_’z ) day of October, 2002,
COMSTOCK & BUSH

COMPLAINT AND DEMAND FOR JURY TRIAL -7







Continental Ca#lalty Company o CNA

Far All the Commitments You Make"

CMNAPlaza A Stock Company
Chicago, lllinois 80635

Having issued Folicy No. 3R-831164%4 1o

Rural & Pand Oreitle Teiephone Companies
{Hersin called the Emplayer)

CERTIFIES that You are insured provided that You qualify under the ELIGIBILITY provision, becormea insured and
remain inswrad in acoordance with the terms of the policy,  Yeour insuraccs is subject to all the definiticns. limitations
and conditions of the policy. It takes effect on the effective dale indicated in the EFFECTIVE DATE provision. This
certificate, however, is not the policy. It is mersly evidence of insurance provided under the palicy. The palicy can be
amendad by mutual consent between the Employar and L3,

This certificate replaces and cancals any other cenificate previously issued to You under the pelicy.
CDl-1AA

The policy is celivered in and is governad by the laws of the governing jurisdiction and to the extent applicable by the
Employee Retirement income Security Act of 1974 (ERISA) and any amendments. When making & beanefit
determination under the palicy, We have discrationary autherity to determine Your eligibility for benefits and to intarprat

the terms and provisions of the palicy.

COI-2AA
e
N </
Cinairman of the Eoarc
Group Long Term Disability Certificaie
SBO0I-C

080063
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LONG TERM DISABILITY PLﬁ’

Palicy Effactiva Date:
Policy Number:

Eligibility:

Definition of Full-tima:

Waiting Period:

Elimination Period:

Monthly Benefit:

Social Security Offset Method:
Employer Contribution:

Maximum Pericd Pavyable:

SUMMARY OF BENEFITS
Effective Az Of August 1, 1999

August 1, 1555
SR-83116494

All active full-time employees who are Actively at Waork for the
Ernplayer.

Employees must be working at least 30 hours per weak.

For employees in an efigible group on or befora August 1, 1999: 30 Days of
continuous active, full-time employment.

For employess entering an eligible group after August 1, 1995: 30 Days of continuous
active, full-time employment.

80 Days

67% of Monthly Earnings to a maximum benefit of $5.000.00 per
month subject to reduction by deductible sources af incame or
Disability Earnings,

Family Social Security

100% of premitim

Age at Disability Maximum Period Payatle

61 or younger To Retirerment Age”

Age 62 42 months or to Retirement Age*,
whichever is longer,

Age 63 26 months or to Retirement Age*,
whichever is longer,

Age §4 30 months or to Retirament Age”™,
whichever is longer.

Aga 835 24 menths or to Retirement Age*,
whichever is longer,

Age 68 21 months or to Ratirement Aga®,
whichever is longer,

Age 67 18 months or to Retirgrment Aga®,
whichever is langer.

Age 68 15 months or to Retiremant Age”,
whichever is longer.

Age 69 or over 12 manihs

"SOCIAL SECURITY NORMAL RETIREMENT AGES
Based on the 1983 amendment ta the Social Secunty Act, the following are normal ratirement agas by date of birth:

Year of Birth Social Segurity Normal Retirement Age
1937 or earlier 65 years
1538 B85 years. 2 months
1938 65 years, 4 manths
1940 45 years, 6 months
1941 65 years, 8 months
1942 85 years, 10 months
1943 - 1954 86 years
1855 66 years, 2 months
1358 68 years, 4 months
1957 63 years, 6 months
1958 66 years, 8 months
1859 66 years, 10 months 0000?1
1960 or later 67 years
3




Other features: . .

Waiver of Premiym

Work Incentive Beneft
Enhanced Wark Incentive Banefit
Minimum Benefit

Recurrent Disability

FMLA Coverage Extension
Survivor Berefit

Day Carg Benafit

Worksite Modification Benefit
Vocational Rehabilitation Sarvica
Sacial Security Assistance
Presumptive Disability

This Summary of Benafits cancsals and replaces all other Summarias previeusly issued to You undar the
policy. It outlines the policy features. The following pages provide a complete description of the provisions of

Your cartificata.
S0BC

ARE YOU ELIGIBLE FOR THIS INSURANGCE?
All active full-time empioyees who are Actively af Work for the Employer and who have completed the waiting period

required by the Employer. The waiting period is stated in the Summary of Benefits.

A "full-ime” employes is one who regularly works a minimum of 30 hours per week for the Employer. Part-time,

seasonal and temporary employees are not aligible.
CO-4AA

WHEN DOES YQUR INSURANCE BECOME EFFECTIVE?
If You are eligible as of the Palicy Effective Date, Your insurance shall take effect an such Date, If You become aligible
after the Policy Effective Date, Your insurance shall become effective on the first of the month that falls on or next

follows the date You become eligible,

If, because of Injury or Sickness, You are eligibla but not Actively at Work on the date the insurance woutd otherwise
take affect, it will take effect on the day You return to Active Wark.
CDI-3AA

WHO PAYS FOR YOUR COVERAGE?
Your amployer pays the entire cost of Your coverages.
CDI-6AA

I35 FREMIUM PAYABLE WHILE YOU RECEIVE BEMEFITS?

¥e will waive premium for You during the periad of Disability far which the Monthiy Banalfitis payable under the palicy.
Pramium payment is requirad during Your Elmination Serica. Curing this period, Your insurance will ramair in force.
This provision is subject to the Termination of Empioyee's Insurance provision, excent for payment of premium,

COLEBA

HOW DO WE DEFINE DISABILITY?
Disability or Dizatied means that You satisfy the Occupation Qualifier or the carmings Qualifier as defined below
COL8AA

Cccupation Qualifier
“Disabiiity" means that during the Elimination Period and the following 24 months, Injury or Sickness causes physical

or mental impairment o such a degree of severity that You ara:
1. conmtinuously unable to perform the Material and Subsiantial Duties of Your Regular Qecupation: and
& nct werking for waces in &ny Gccuzaten for which You sre or secome Guaiified by educztion, training or

L
experiencs,

| 000072




After the Monthly Benafit has beegoayable for 24 months, "Dizsability” means Injury ar Sickness causas physical or

mental impairmeant to such a deg&of seventy that You are: “

1. continuously urable to engage in any ccoupaticn for which You are or become qualified by education, training or
experience; and

2 not working for wages in any ocsupation for which You are or become qualified Dy education, training or

experiance.
CRI-T14A

Earnings Qualifiar
You may be considerad Disabled during and after the Elimination Peried in any Month in which You are Gainfully

Empiayad, it an Injury or Sickness is causing physical or mental impairment to such a degree of severity that You are
urable to earn more than 80% of Your Monthly Earnings in any cccupation for which Yeou are qualified by education,
training or experienca. On each anniversary of Your Disability, We will increase the Monthly Earnings by the lesser of
the current annual percentage increase in CPI-W, or 10%.

You =re not considered to he Disabled if You &arn mora than 80% of Your Monthly Ezrnings.  Salary, wages,
partnership or proprietorship draw, commissions. bonusas, or similar pay, and any other income Ycu receive ¢r are
entitlad to receive will be included. Sick pay and salary continuance payments will not be included, Any lump sum
payment will be prarated, based on the time over whigh it acerued cr the pericd for which it was paid.

COI-12AA

LOSS OF PROFESSIONAL LICENSE OR CERTIFICATION
If ¥ou require a professional license or certification for Your cccupatian, loss of that professicnal license or certification

does not in and of itsalf constitute Oisability under the Occupation Cualifier or the Zarnings Qualifier,
COI-14AA

WHAT IS THE ELIMINATION PERIQD AND HOW IS IT SATISFIED?
The Eiiminaticn Pericd begins on the day You become Disabled. 1tis a period of continuous Disability whica must oe
satisfied befare You are eligible to receive benefits from Us.  You must be continuously Disabled througn Your

Elimination Perod,

If You tempararity recover and return to work, We will treat Your Disability as continuous if You return to werk for 2
period of less than one-half the Elimination Pericd as shown in the Summary of Benefiis not to exceed 80 days. The
days that You are not Disabled will nct count toward Your Eliminaticn Period.

Any increasas You receive in Monthly Earnings during Your return to work period will not ba taken into consideration
when calculating Your Monthiy Banafit.

If You return to work for a period greater than one-half the Efimination Pearicd, or 50 days, whichaver is less, and
become Oisabied again, You will have to begin a new Elimination Pariad.

CAN YOU SATISFY YOUR ELIMINATION PERIODIF YOU ARE WORKIMG?
Yes, pravided You maet the definition of Disability.
COI-153A

WHAT DISABILITY BENEFIT ARE YOU ELIGIBLE TO RECEIVE?Y

If You are Disablsd, You are eligitle to receive ona of the following at any given time: a Monthly Bensfit, s Wars
Ineentive Benefit or an Enhanced Work incantive Banefit. While You are Disabled, You might be eligibie to ragzive
one or the other of tha above, but You cannct receive more thar one of thesa banefits at the same tma.

CO-1BAA

WHAT IS YOUR BENEFIT AND HOW IS IT CALCULATED?

W will calculate Your Monthly Benefif amount 23 follows:

1. Muitigly Your Monéhiy Earmings by 67%.

The maximum Monthly Benefitis 53,00G.00,

Compare tha angwars from ltem 1 and ltem 20 The leaser of these bwo amounts is Your gross Monthly Senafit.
Deduct other sources of incame fram Yaour grass Monthly Benefit. The rasuiting figurs is Your net Monthly Benail,

oL

We will pay the Manthly Banafit for each Manth of Disability which continuas after the Elimination Periad. Tne Monthly
Bsnsfit will nat be payable during the Elimination Fericd nar beyond the Maximum Pericd Payabiz.




i

if a benefit is pavable for less th ne month, it wilt be paid an the basis of 1‘?1 of the Monthly Benefit for each day
of Disability, i
CLI-1TAA

HOW DO WE DEFINE EARNINGS?
“WMlonthly Earnings” will equal the Manthly wage or salary that You were receiving fraom Your employer on the Date of

Disabildy. Itincludes:
1. employee contributions made through & salary reduction aorsement with Your emplayer to an IRC Section 401(k),

4Q3(b), 501{c}{3), 457 deferred compensation plan, cr any other qualified ar non-qualified employas Retirament

Flan ar deferred compensation arrangement; and
2. amounts contributed to Youwr fringe benefits according to a salery reduction arrangerment under an IRC Saction 125

plan.

It daes not include:

1. commigsions,;

2. bonuses;

3, overtime pay,

4. Youremployer's contribution cn Your behalf to & Relirarment Flan or deferred compensation arrangement; ar any
other extra compensation.

CDI-194A

WHAT ARE THE DEDUCTIBLE SOQURCES OF INCOME?
The Monthiy Benefit under this policy shall he reduced by:
1. Disability benefits paid, payabie, or for which there is a right under:
a) The Social Security Act, including any amounts for which Your depenrdents may qualify because of Your
Disability;
b} Any Workers' Compensation or Ocgupational Disease Act or Law, or any ather |aw which provides
compensation for an occupational Injury or Sickness;
¢) Occupational accident coverage provided by or through the Emplayer,
d)  Any Statutory CHsability Benefit Law,
&) The Railroad Retirement Act;
fy The Canada FPension Plan, Quebec Pension Flan or any other similar provincial disability or pension plan;
g) The Canada Old Age Security Act;
h) Any Public Employee Retirement System Plan or any State Teachers' Retirement System Plan, ¢r any plan
pravided as an alternative to any of the zhove acts or plans.
2. Dizability benafits paid under;
a) Any graup insurance plan provided by ar through the Employer, and
b) Any sick leave or salary continuance plan provided by or through tha Employer,
Retirement benefits paid under the Social Security Act including any amounts for which Your dependants may
gualify because of Your retirement.
4  Retiremeant and disahility benefits paid under a Relirement Plan provided by the Employer except for amaounts
attributable to Your contribulions,
5 Any No Fault Auto Motor Vehicle coverage.
Dishursements received as a sharehclder in a Subchaptar S Corporation adributable to any pariod following the
Date of Disability.

La

Le]

Proraticn of Lump Sum Awards

If any benefit described above is paid in a singiz sum through compromise saitlement ¢r as an advance on futura

liability, We will determine the amount of reduction to Your Monthiv Benefit as follows:

1. We will divide the amount paid by the numiber of manths for which the settlemant or advance waa provided: or

2. if the number of manths far which the settlement or adusnce was made s not known, We will civide the amourt of
the settlemeant or advance by the &xpzcled remaining number of months for which We will provide benefits for Your
Dizability based on the Proof of Disabiity which We hava subject o a maximum of 30 months.

Co-204A
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WHAT OTHER SOURCES OF INCOME ARE NOT DEDUCTIBLE?
We will not reduce Your Monthifginefit by any of the following:
deferred compensation arrangements such as 401(k), 403(a) ar 457 plans,
credit disability insurance;

pension plans for partners;

military pension and disability income plans;

franchise disability income plans;

individual disability incame plans;

a Retirement Plan from another Employer;

profit sharing plans; )

. thrift or savings plans;

10, individual retirement account ([RA);

11, tax shelterad annuity (TSAY;,

12. stock ownership plan.

COl-21A4A

DDND O AL

CAN YOU WORK AND STILL RECEIVE EENEFITS?
While Disabled, You may qualify for the Work Incentive Benefit or the Enhanced Work Incentive Benefit, but not hoth.

CDI-2284,

Woark Incentive Benefit
A Work incantive Benefit will be pravided if You are Dizabled and Gainfully Employed after the end of the Eliminafion

Perod, or after a period during which You received Monthly Benefits.

The Wark Incentive Benefit will be calculated during the first 24 maonths of Gainful Employment as follows:
1. The Monthly Benefft amount and Disabflity Earnings amount will be added tegether and comparad to Monthly

Earnings.
2. If the total amount in item 1 exceeds 100% of Monthly Earmings, the Work Incentive Benefit amount will he equal to

the Monihly Benefit reduced by the amount of the excess.
3. Hthe total amount in ltern 1 does not exceed 100% of Monthly Earnings, the Work Incentive Bernefit will be equal to

the Monthly Benefit amount.

After the first 24 months of Gainful Empfoyment, the Work Incantive Benefit will be equal to the Monthly Bensfit amaunt
less 50% of Disability Earnings.

The Werk incentive Benefit will cease on the earliest of tha fallowing: {1) the date You are na lenger Disabied: or {2)

the end of the Maximum Period Payable.
CDI-23A4

Enhanced Work Incentive Banefit
An Enhanced Work Incentive Benefit will be provided after the end of the Effmination Peried, or after a period during

which You received Monthfy Benefits, This benefit is payable if You are still Dizabled and are Gainfully Empioyed in an
occupation that has besn aporoved ag part of a Rehabilitation Plan.

The Enhancad Werk Incentive Benefit will oe calculatze during the first 24 manths of Gainful Emaploymant as follows:
1. If Disability Earnings excaad 100% of Monthly Earnings, the Ennanced Waork Incantive Benefit will be egual to the

Monthly Benefit reduced by the amount of the excess.
2. If Disability Eamnings do not exceed 100% of Manthly Earnings. the Enhanced Work Incentive Benefit will be equal

to the Manthly Benefit.

Alter tha first 24 months of Gainful Employment. the Enhanced Work Incentive Benefit wiil be equal to the Monthly
Benefit less 50% of Disability Earnings.

The Enhancad Wark Incentive Benefit will c2ase on the eadiast of the follewing: (1) &3 stated in the Rehabilitation
Flan; (2) the date You fail to comply with the raguirements of the Rehabilitation Plas; (3) the date You ars no longer

Gisabled, or (4) at the end of the Maximum Pericd Payable.
SE-EAAS
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In na event will the Monthly B f payable for Disability be reduced to le an $100.00 or 10% of Your Manthiy
Beznefit prior to the reductions stated abave, whichever is greater. The Minimum Monthly Benefit does net apply i You

are Gainfully Employed.
CDL2544

WHAT IS THE MINIMUM MDN*Y BENEFIT PAYABLE UNDER THIS P RAM?

WHAT HAPPENS IF YOUR OTHER BEMEFITS INCREASE?
The Montkly Benefil, after the reductions stated above, if any, will not be further reduced for subsequent cost-of-living

increases which are paid, payable, or for which there is & right under any Deductible Saource of Income shown abovs.
CDI-Z6AA .

HOW LONG WILL YOU RECEIVE BEMEFITS UNDER THIS PROGRAM?
We send You a payment each month up to the maximum duration of benefit based on Your age at Disabiliy 50 long as

You continue o be Disabled according to the terms of the palicy:

Age at Disability Maxirmum Period Payable

61 or younger To Retirement Age*

Age B2 42 months or to Retirement Age™,
whichever is longer.

Age 63 36 months or to Retirement Age™,
whichever i3 longer,

Age 54 30 maonths or to Retirement Age”,

"~ whichever is longer.

Age 65 24 months or to Retirement Age®,
whicheaver is longer,

Age 66 21 months or to Retirement Age”,
whichever is longer.

Age 57 18 months or to Retirement Age™,
whichever is longer,

Age 53 15 menths or to Retirement Age”,
whichever is longer,

Age 9 cr over 12 months

*SOCIAL SECURITY MORMAL RETIREMENT AGES
Based on the 1283 amendment to the Sacial Security Act, the following ara normal retirement ages by date of birth:

Year of Birth Sacial Security Normal Retirement Ags
1937 or earlier B3 years

1938 85 years, 2 months
1939 85 years, 4 months
1940 65 years, 6 months
1941 65 years, 8 months
1942 85 years, 10 months
1943 - 1954 66 years

1955 a8 years, 2 months
1954 66 years, 4 months
18957 66 years, 6 months
1958 B4 years, 8 manths
1959 B& years, 10 months
1960 or iater 67 years

COI-2TAA

WHAT HAPPENS IF YOUR DISABILITY RECURS?
If Disability for which benefits were payable ends but racurs dus to the same or related causes es3 than 6 months after

the end of a prier Disability, it wilt be considered 2 resumption of the prier Oisanility. Such recurrent Disabiiify shall be
subject to the pravisions of the policy that were in effect at the time the priar Disability Gegan,

Disabiity which recurs more than & manths after the end of & pricr Disasility are subject to:

1) 2 new. Eliminaticn Feriod.

2) @ new Maximum Period Payable; and ; - 0 "?' 8
3) the other provisions of the policy that are in effect on the date the Disatility recurs. U 0 U




Disability must recur while Your cguerage is in ferce under the policy,
CODI-28AA 3 .

WHAT ARE THE EXCLUSIONS AND LIMITATIHCMS UNDER THIS PROGRAM?
The policy does not cover any less caused by, contributed e, or resulting from:
COIX-1AA

= declared or undectared war or an act of either;
COEX-2AA

= Disability beyond 24 months after the Eliminaticn Pericd if it is due to a Mental Disorder of anv type. Confinement
in a Hospital ar institution licensed to provice carz and treatment for mental illness will nct be counted 25 part of

the 24-month limit;
ChixX-3A8

s 2 Pre-gxisting Conditiom,
COIK-4AA

= attempted suicide, while sane or insane. or intentional seif-inflicted infury or sickness;
CDIX-54A

« commission of or attempt ta commit an act which i5 a felony in the jurisdiction in which the act occurred.
CDIX-EAA

«  Disability beyond 24 maonths after the Eimination Pariod if it is due to a diagnosed condition which manifests itself
primarily with Self-Reporfed Sympicm(zs).

COIK-TAA

Benelits are not payable for any period during which You are cenfined to a penal ar correstional institution if ihe period

of confinement exceeds 30 days,
COIX-12A84

Benefits will not be payable if it is determined that Youw are eligible to participate in vocational rehabilitation services
designed to assist in returning You 1o employment and You rafusa to participate.
COIX-13AA

HOW ARE SUBSTANCE ABUSE CLAIMS HAMDLED?
The policy does not caver any loss caused by or rssulting from any substarcs abuse (drug or aleohcl) refaiad Disability

teyond 24 months after the Elimination Period.

You must be participating in an appropriata treatmant program. A treatment program is any substange abus:
treatment program approved by the State.

The cost of the treatmeant program will be borne by Youw, or another group plan of Youwr Empioysr (sush as a group
heaith plan or Employee Assistance Pragram) if one is available and cavers thizs tyne of treatment.

in no event will Monthly Eeneflf payments he made beyond the garlier of tha dats;

1. 24 Morthiy Benefit payments have been made; or

2. Yoursfuse o pariicipate in an appropriate, avaliabie treatment program, or You leave the treatment pragram prior
to completion, or

3. Youare nolonger fallewing the requirements of Your treaiment plan under the program; or

4. Youcomplete the initial treatment pian, exclusiye of any aftercare or follow-up services.

[n no event will Marnthly Benefits be payabie bayond the Maximum Parind Payabilz,
CCH-294A

(¥
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WHEN WILL YOUR INSURAN ERMINATE? .
Your coverage will terminate on earliest of the following dates:
1. the date the policy is terminated; ar
2. the premium due date if the Emplayer fails to pay the required premiurn for You, excapt for an inadvertent error; or
a, the date You:
{a) are no longer 2 membaer of & class eligibie for this insurancs, or
{b) withdraw from the program, or
fc) are retired or pensioned, or
{d) cease work because of a leave of absence, furlough, layolf, or temporary work stoppage due to a labor
dispute, unless We and the Employer have agraad in writing in advanca of the leave to continue insurance
curing such pericd.
Tarminatian will nat affect 3 coverad loss which began before the date of tarmination.
CDI-30AA

WILL COYERAGE BE CONTINUED IF YOU ARE ELIGIBLE FOR LEAVE UNDER FMLA?
Im the event You are eligible far and Your Emglover approvas a leave under the Family and Medical Leave Act of 1993
(FMLA), insurance will continue for a period of up to 12 weeks following the date the leave beding, provided the

Empiayer continues paying the required premium,

You are eligible for leave under this Act in grder to provide care:
Aftar the birth of a chiid; or

After the legal adoption af a child; or

After the placement of a foster child in Your home; or

To a Spouse, child or parent due ta their serious ilinass; or
For Your ewn serious health condition,

e

While granted a Family and Medical Leave Absanca:

1. The Employer will pay the reguired premium according to the terms of the palicy,

2. You will he considered Actively al Work while on an apgroved Family and Medical Leave Absence; and

3. Coverage will terminate it You do not return to work as scheduled accarding to the termsa of Your agreement with
the Emplayer.

COI-31AA

WHAT HAPPENS IF YOU DIE WHILE RECEIVING BENEFITS?
If You die after having received the benefit pravided by the palicy for at least 12 successive months and during a geariod
for which benefits are payahie, e will pay a Survivor Incocme Benefit. This benefit is equal 1o the ameount You werg

last entitled to receive for the month preceding death,

The Survivor Income Beneafit shall be payable on a monthly basis immediately after We raceive written oreof of Your
death. ltis payable fer 6 months. The benefit shall accrue from Your date of death.

Thiz henefit is payable to tha beneficiary, if any, named by You under the poiicy. If no such bensficiary exists, the
benefit will be pavable in accordance with the TIME AND FAYMENT OF CLAIM grovision.
COI-3384

ARE DAY CARE EXPENSE BEMNEFITS AVAILAZLE WHILE YOU AREZ DISAJLED?
While Disabled and receiving the Enhancad Work incentiva Benefit, You will be raimbursad for Day Care Expensas for

gach Eligipls Child,

“Uay Care Expernses” mean monthly expensas, up to 3350.00 per child per monih, charged by a licansed Day Care
Provider who is nct a member of Your immediate family or living in Your residence.

“Eligibie Child" is ¥our dagandent child under age 13 who livas with You and 1a:
1. Yourchild ¢r Your Spoussa’s child;

2. Yourlegally adopted child; or

3. Achild for whom You arz legal guardian.

You must supply satistactery oroof to Us that You incurrad such charges.
CO-14AA

000078
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WHAT OTHER SERVICES AREQVAILABLE TO YOU WHILE YOU ARE D LED?
If You are Disabled and eligibl recaive Disability benefita under the po We will evaluate You far eligibiiity to
raceiva any of the follawing, Wa will make the final determination for any of the feilowing tenefits or serices,

Waorksite Modification Banefit
We will assist You and Your emglayer in identifying medifications We agree are likely to help You remain at wark or

return to work, This agresment will be in writing and miust be signed by You, Your emplayer and Us.

When this occurs, We will reimburse Your employer for the cost of the modification, up ta the graster of, 1) $1,500.00
ar 2} 2 manths of Your net Monthly Benefll,

Voeational Rehabilitation Service
Rehabilitstion services are avaiiable wher We determine that these services are reascnably assumed to assist in

raturning You to Gainful Employment, Vocaticnal Rehabilitation services might include ane or more of tha following:
job modification;

job retraining;

iob placement,

ather activities.

Fo L2 Py =

Eligibility for Vocatioral Rehabilitation Services is based upen Your education, training, weork experience and physical
and/or mental capacity. To be considered for rehabilitation services:

1. Your Disability must prevent You from performing Your Regulfar Qccupation;

2. ¥ou must have the physical and/or mental cepacities necessary for succassful completicn of a rehabilitation

program, and
A, Thkerza must be a reascnable expectation that rehabilitaticn services will help You return to Gainful Employment.

Social Sacurity Assistance

When necessary, Wa will provide an advooate for You, in applying for and securing Sccial Sacurity Disabifity awards.
When We detarmine that Social Security Assistance is appropnate for You, itis provided at no acditional cost to You.
CLoI-33AA

WHAT OTHER BENEFITS ARE AVAILABLE?
COIO-1AA

PRESUMPTIVE DISABILITY

When injury results in any of the Specific Losses listed below within 365 days after the datz of the Injury, We will
cansider You to be Disatled. You shall be entitled (o payment of the Monthly Bensefit after the Elimination Feriod. This
benefil is payable for the length of time stated below. Payment of the Presumptive Disability Benefit will czase on Your
date of death.

Specific Loss Months Fayable

Lass of DOt NaNGE 45 manths
Lnsa Of DOt FBEY i i e e e e e e e e e e eeeeeen . 48 MOMIRG
Loss of the entire sight of DO 8YES e 43 menths
Loss of ome hand and ome oot 45 manths
Loss of one hand and the entire sight of one eye ... v TP R 48 months
Loss of one foot and tha entire SISkl Of ONE BYE 435 maonths
Loss Of QNS NANG . o 23 months
[T oL o Tl (e oL SO T T PP Z3 months
l.oss af the entire sight 0f 0N2 BYE . e 13 moanihs
Loss of the thumb and index fingar of gither hand 12 rmonths

Aftar payment of this Minirum Benegfit, benefits may cantinus subject to the other provisions of the policy. f mors hao
one loss results from any ona frjury, We will pay cnly for that loss with the graatest number of Months Payable.

"Specific Loss" maans, with respect o hand or foot, the sctual, complete and permanent severancs through of 2kovs
the wrist ¢r ankie joint with ragpect to ays, tns imeuoverabie loss of the entire signt therzol and with respact to thumb
and index finger, the actual, complete and parmanent sevaranca thraugh or above the metacarpophalangeal jointsa.

006079
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WHAT ARE THE CLAIM FILIN QUIREMENTS? .

Initial Motice of Claim

IWe ask that You notify Us of Your claim as scen as possibie so that We may mars a iimely decision on Your claim,
Your Employer can assist You with the appropriatz télephone number and adcrass of Qur Claim Depariment.  You
must send Us written netice of Your Disakility within 30 days of the Date of Disabiity, ar as soon as reasonakbly
possible. Nctice may be sent to Qur Claim Department, the CNA Home Qffica, CNA Flaza, Chicage. lllinois 80685 or

given to Cur Agent,

Written Proof of Loss

Within 15 days of our being notified in writing of Your claim, We will sunpily You with the necasaary claim forms. The
claim form is to be completad and signed by Yau, Your Employer and Your Dector If You do not receive the
appropriate claim forms within 15 days, then Yau will be considerad to have met the requirements for written praof of
loss if We racaive written prbof which descries the occurrence, extant and natura of [oss.

Time Limit for Filing Your Claim
The time limit for filing Your claim is that Youw must furnish Ys with written proaf of loss within 80 days sfer the end of

Your Elimination FPeriod. The length of the Eimination Period is stated in the Summary of Bensffiz secticn of the
palicy. If it is not possibla to give Us written proof within 90 days, the claim is not affacted F the proof is given as scon
as possible. Hawever, uniess You are legally incepacitated, written praof of ioss must be given no later than 1 year
aftar the time procf is otherwise due.

Mo benefits are payable for claims submitted mers than 1 year after the time proof is dus. However, You can reguest
that benefits be paid for late claims if You can show that: '

1. It was not reasonably possible to give written procf during the 1 year pericd, and

2, Proof of loss satisfactory to Us was given as soan 25 was reagonably possible.

Froaf of Disability
The following items, supplied at Your expense, must be a part of Yowr grocf of loss. Failura to do so may delay,
suspend or terminate Your benefits:
1. The date Your Disabiity began,
The cause of Your Disability,

2.
3. The prognasis of Your Disability;
4, Prooi that You are receiving Appropriate amd Reguiar Care for Your condition fram a Dector, who is someone other

than You or a member of Your immediate famify, whose specialty or exgertise is the most appropriate for Your
disabling condition{s) accorging to Generally Accepted Vedical Fractics.

5. Objective megical findings which suppert Yior Dizgbility. Objective medical findings incluce bur ara not limited ‘o

tests, procedures, ar clinical examinaticns standardly acnepted in the practice of medicing, fr Your disabling

condition(s).

The extent of Your Disability, including rastricticns ard limitations which are greventing You frem performing Your

Ragular Qecupation,

7. Appropriate documentation of Your Manthly Eamings. [f appiicable, approgriate, regular monthly documentation
of Your Disability Earnings.

8. If You wera contributing to the premivm oost, Your zmoloyer must suncly proof of Yeour agpropriate payrell
deductions.

8. The name and addrass of any Hosprisl or Heaith Cars Faciiity wheara You have been traztsd for Your Dizability.

10. If applicatie, procf of incurred casts coverad undar Sther paneflls included in the oolicy.

in

Continuing Proof of Dizg&ility
You may be asked to submit proof that You cortinus to be Disakied ard are ¢
C’egu!ar Cara of a Doctor, R;c;;u:-":m of t‘w naturs w:II f:rr“!y b a3 o&en a5 We fas

sntinuing o recaive Aporapriats and
eel razscrably necessary, If 5o, thia

Fhysical Examinaticn
At Our exgense, Wa have the right to have 2 Dosfor examine You 25 ofien 23 reasonakiy nagassary white the claim
znfinues. Failure to comply with this exanuination will suspsnd or tarmingte senefits. uniess We agrae You have 2

vaiidand gonagiziin razace for net somgiying

000080
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Autharization and Documentat You Will Be Asked to Supaly .

1, You will ba required to provi gried autharization for Us to obtain and ¢ se all reasenably necessary medical,
financial or other non-medical infarmation which support Your Disability claim. Failire to submit this infarmation
wiil deny, suspend or terminate Your benefits,

2. You will be required to supply proof that You have apalied for other Deductitle Income Eenefits such as Workers'
Compensation ar Sacial Security Disability henafits, when applicakle.

3. You will be required to notify Us whan You raceive or are awardad other Deductile Income Benefits.  You must
tell Us the nature of the income benefit, the amount received, the pericd to which the benefit applies, and the
duration of the benefit if it is being paid in installments.

COI-38AA :

TIME AND PAYMENT OF CLAIM
As scon as We have all necessary substantiating decumeniation for Your Diszbility claimn, Your benefit will be paic an

a Monthly basis, 5o fang as You continue to gqualify forit,

We will pay benefits to You unless otherwise incicated. If You die while Ysur claim is oper, any cdue and unpaid
Crsabifity benefit will be paid to Your namsad beneficiary, if any.

If there is no surviving beneficiary, payment may be mads, gt Our option, to the surviving person or persons in the first
of the following class2s of successive preferance bensficiaries: Yourr (1) Spouse: (Z) children including legaily
adopted children; (3) parants; ar (4) estate.

If any benefit is payable to 2n estate, a2 minor or a persen not competent to give g valic refease, Ws may pay up to
51,000 to any relative or beneficiary of Yours whom Wa desm to be entitled to this amourt. We will be discharged to

the extent of such payment made by Us in gocd faith.
COL37TAA

CAM YOU ASSIGN YOUR BENEFITS?
Your benefits are nat assignable, which mears that You may not transfer rour berefits 1o anyone &lse,
CDI-38A4

WHAT WILL HAPFPEN IF A CLAIM 15 QVERPAID?
A ciaim overpayment ¢an ocolr when You receive a refreactive paymeant from a Deductible Source of Incoms; when

We inadvertently make an error in the caloulstion of Your claim; or if fraud occurs,

tn an overpayment situation, Wea will determire (ke method by which the.repayment is made.  You will be requirad to
5ign an agreement with Us which details the sourca of tha overpayment. the total amount We will recover and the
method of recovery. If Monthly Benefits are suspended while recovery of the overpayment is being mads, suspension
will alse apply to the Minimum Monthly Benefit payable under the policy.

The overpayment amount eguals the amount We pard in 2xcess of the amount We should have paid undar tha policy,
CO-384A

WHAT ARE THEZ UNIFORM PROVISIONS?

Entire Contract; Changes

The policy. the Employer's application, Your certificais of soverag2, and Your appheztion. if any, and any other
attached papers. farm the entire contract betwean the gartizs. Mo charge in the poiicy 15 valid unlzss approvad in
writing by cne of Qur officars. Mo agent has the right to chanas the galicy or w0 waive any of it3 pravisicns.

Siatermnents on the Application

Any statemant made by the Employer or You, 2xcap: for fraudulent misstatements, is consicared & represantation znc
not & warranty. A copy of the statement will be providad to the Empioyer or You, whorver made the statement, M2
siatement of the Employer will be used to void the palicy after it has been in forza for 2 years. No statemant of Yours
will be used in defansa of a clzim after You have basen insured for 2 years, exsest for fraudulent missiatements.

Lagal Actions

Mo legal action of #ny Kind may be filed 2gainst Us

1. within the 60 days after proof of Disability has been givar, or

2. more than 3 years after proof of Disabiliy must b filed. unless the law in the statz whera You live allows a lenger

period of tima. ‘ : (000 81
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Conformity with State Statutes

If any provision of the policy © ts with the statutes of the state in whic?‘ pclicy was issued or delivered. it is
automaticaily changed to meet the minimum requiraments of the statute. '

COI-40AA

SUBROGATION / RIGHT OF REIMEURSEMENT
When any ¢lam payment is made, We reserve any and 2l rights to subrogation arnd/er reimbursement to the fullest

axtent allowad by statute and customary practice. Ay party to this contract shall not perform any act that will prejudice
such rights without prior agreement with Us,

W will bear any expenses associated with Our pursuit of subrogation or recovery.
CoI-41AA

FRAUD
Any persan whe knowingly and with intent to defraud any ingurance company or other parson files an application for

imsurance or statement of claim contaiming any material faisa information or conceals for the purpese of misleading
information cenearning any fect material thereto commits a fraudulent insurancs act, which is a crime 2nd may subject
suth person to criminal end clvil peralties. Such panaities include, but not fimited to fines, denial or termination of
insurance benafits, racavery of any amcunts gaid, civil damages, criminai grosecution and carfinament in state prizon.
CO-42A4

GEMNERAL FROVISIONS

Wea have the right to inspect all of the Tmplayers racords on the calicy at any reasonable time. This right will extend
until: (1) 2 yaars after termination of the palicy; or {2} all claims undar the policy have been setied, whichever is later.

The palicy is in the Empioyar's possession and may be inspacied Oy You st any time dunng normal business hours at
the Employer’s affica.

The palicy is not in lieu of and does not affect any regquiremsanis for coveraga by Workers' Compansaticn Insurance.
CDI-3AA

Hon082
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GLOSSARY .

sAgtively at Work™ or “Active Work" means the employee must be:
1, working at the Emplayer's usual placa of business, or on assignmant for the purgase of furthering the Employer's

business; and
2. performing the Material and Substantial Duties of the Insured Employes's Regutar Occupation on a full-time basis.

COI0-1AA

“Agppropriate and Regular Cara” means that You are regularly visiting a Doclor as fraguently as medically raguired to
mest Your basic heaith needs. The effect of the cara should be of gemanstrable medical value for Your disatling
condition(s) to effectiveily attain and/or maintain Maximum Medcical Improvement.

COID-1AA

“Data of Disability” is the date We datermine Your Infury or Sicknazs imMpairs Your ability to perform Your Regular

Cecupalion,
COID-3AA

“Disakility’ or “Disabled” means that You satisfy either the Qegupation Qualifier or the Earnings Quelifier.
COIDEAA

“Disability Earnings” is the wage or salary You eam trom Gainful Employment after & Disability baging, It does nat
ingiude Saclal Security or any othar Digability payment You recaive 85 a rasult of Your Disability.
COID-TAA

“Doctor’” means a persan legally licensed to practica meadicine, psychiatry, paychology or psychotherapy, who is
raither You nor a member af Your immediats iamily. A licensad medical practiticner is 3 Doctor if anplicakle state law
requires that such practitioners be recognizad for purpases of certification of Lisabiity, and the traatment proviced by
the practitioner is within the scope of his or her licensa.

COID-BAA

“Ejimination Period” means the number of calendar days at the beginning of a continucus period of Disahility for
which no benefits are payable. The Elimination Feriod is shown in the Summary of Benefits.
COID-944

“Gainful Emgloyment” or “Gainfully Emplcyed” maans the performance of any cccupation for wages, ramuneraticn
or arofit, for which You are qualified by education, training or experience on a full-time or part-time basis, for tha
Employar or another emplayer, and which Ws agprove anc far which We rasene the right ta modify aporaval in the

futura.
COID-10AA

“Ganerally Accepled Madical Practice” or "Genarally Accepted in the Practice of Medicine” means care &nd
treatment which is consistent with ralevant guidelines of national medical, rasearch and heaslth gare coverags
organizations and governmental agencies.

CoD-11AA

“iospital or Health Care Fagility” is a legally oparzled, accredited fachity licensac 1o provida full-time care and
treatrment for condition causing Your Disagility, 1t is cperatad by a full-ime staf of licensad physicians an:d reqistarad
nurses. |t does not include facilities which primarity provice custodial, educational or rehabilitative cars.

COID. T 2AA

“Injury’ means bedily injury ¢ausad by an acsident which results, dirsatly and indepandantly of 2l cther causes, in
Cisakility which begins while Your coverage is in fores.
COID-534A

“insyred Employes” means an employ2e whosa insurance is in forcz undsr he terms of tha oolicy.
COID-1dmA

“Male pronocn’ wheneyzr used includes the femala.

wplaterial and Substantial Duties’” maans the necassary functions of Your Regular Qecupation which cannct be
reasanably amitted or aitered, T 3
COID-174A UUUU8J
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splaximum Medical Improvem is that leval at which, based on reason. medical probability, furiher materiai
recavery from, or lasting improve tto, an Injury of Sickness can no longer be reasonably anticipated.
CDID-18AA

“Mental Disorder” means a disorder found in the current diagnestic stendards in the American Psychiatric

Association.
COID-19AA

“tonthly Benefit” and "Maximum Fericd Payabla' maan that benefit and those pericds shown in the Summary of

Beneafits which apoly te You.
CDID-Z0AA

“pra-gxisting Condition” means a condition for which medical treatment or advice was rendered, prescribec or
resommended within 3 months prior to Your efzctive date of insurance. A condition shall no longer be considersd pra-
existing if it causes Disability which begins after You have been insured under the policy for a periad of 12 months.
CDID-218A _

“Regular Ccoupation” means the occupaticn that You are performing for income or wages on Your Date of Disability.
It is not limitad to the specific pasition You heid with Your empioyer. e
COID-228A

umahabilitation Plan” means a writtan agreement betwesn You and Us. Its purpose is to a3sist You in retumning to
Gainful Employment, Tne Reshabfitation Plan will outline the time and dates of the vocational rehabilitation services,
Our responsibilities, Your responsibilities and the respansitilities of any third party which might be invalved, The
Rehabilitation Plan will be at Our expense, at the expense of the third party, or & shared expensa of Curs and a third
party. At Our discretion, the Rehabilitation Flan will include the Day Care Expense Benefit,

COiD-Z3AA

“Ratirement Plan” means a plan which providas retirement banefits to employees and is not funded whaoily by

emplayee contributions.
CDID-24AA

Self-Repartad Symptoms” means the sympiems of which You tell Your Doctor, and are not verifiakle or quantifiable
using tests, procadures, or clinical examinations Generally Accepted in the Fractice of Medicine. Exampias of thesa
manifastations include the following, but are not limited to: fatigue, pain, heacaches, stifiness, soreness, tinnitus

{nnging in the ears), dizziness, numbness, or 1033 of energy.
COID-25AA

ugickness” means sickness or disease causing Disabiity which begins while Your coverage is in forca.
COID-23AA

“Summary of Senefits” means the summary which is a part of this certificate,
CDID-28AA

e “Our” and “Us” mean the Continental Casuzlty Company. Chicago, lineis.
DID-2944 pEnY d
cRoIn-2

weoy', “Your” and “Yours” means the ampioyas to wnom his cartifizats 15 issuec ang whase insurangs is in foros

under the terms of the paiicy.
CDID-30A4

(00084
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YOUR RIGHTS UNDER ERISA

The following section contains information provided to You by the Plan Administrator of Your Plan to meet the
requirements of tha Employee Retirement Income Security Act of 1974, It does not constitute a part of the Plan ¢r of
any insurance palicy issued in connection with the Plan. All inquiries relating to the fullowing matarial should be

referred directly to Your Plan Administrator.

SUMMARY PLAN DESCRIPTION

Name of Plan
The Plan for which this Summary Plan Description is provided is known as the:

Fural & Pend Craille Telephone Companies Group Disability Flan

Maintenance of Flan

The Plan is maintained by:
Rural & Pand Craille Telephone Companies
104 West Madison Ave,
Gienns Ferry, 10 83823

Employer Identification Number and Plan Number

The emplayer identification number (EIN)} assignad by the Internal Revenue Service to the Plan spensar is:
93-0738703

The Plan Number assigned by the Plan spansor is:

Type of Wealfare Plan

The Plan is & group disability plan,

Administration of Plan
The Flan is administerad by the Pan Administrator through an insurance contract purchased from Centinental

Casualty Company,

Plan Administrater
Rural & Pend Qreille Telephane Cempanias

104 West Madison Ave.
Glanns Farry, 1D 23623

Hereinafter referred to as the Adminisirater. The Administrator and othar Plan fiduciaries have discrationary authoarity

to interprat the terms of the Plan and to determine eliginility for and entittemant to penafits in accordance with the Plan,

Agent far Servica of Legal Procass
The person designated as agent for service of legal process upon the Plan s

Fural & Pend Oraille Telenhone Campanias

104 West Madison Ave.
Glenns Ferry, 1D 83823

In acdition, servics of grocess may be mads upon the Administrator,

apnngs
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Eligibility and Benefits
The Plan's requirements respec.eligibility for participation, the conditions ;‘ining ta aiigibility ta receive benefits
and description or summary of the benefits are listed in the certificate portion of this booklat, .

Cirgumstances Which May Affect Benefits
Circumstances which may result in disqualification, ineligibility, denial, loss, forfeiture or suspensicn of any benefits ars
listed in the certificate pertion of this booklet.

Sources of Plan Confributions
Contributions to the Plan are made by the employear.

Medium for Providing Benefits
Benefits under the Plan are provided in accordance with the provisions of Greup Insurance Folicy Number SR-

83118484 issued by Continental Casualty Company, CNA Plaza, Chicago, lllincis, 60685,

Date of End of Plan's Fiscal Yaar
The date of the end of each year for purposes of maintaining the Flan's fiscal records is Decamber 31.

Claim Preceadures
1. Pragsenting Claims for Benefits
Claim forms may be gbtained from: the Emgloyer.

Please see Your insurance certificate or booklet for the requirements of the Group insurance Policy as to
notice of claims.

2. Claims Denial Procedure

Any denial of a claim for benefits will be provided by the insurance company and consist of a written
explanation which will include (i) the specific reasons for the denial, {ii) reference to the pertinant Plan
provisions upan which the denial is based, (i) a description of any additional information You might be
required to provide and an explanation of why it is needed, and (iv) an explanation of the Plan’s claim review
procedure.  You, Your beneficiary (when an appropriate claimant), or a duly auvthorized representative may
appeal any denial of & claim far benefits by filing a written request for a fufl and fair review to the insurance
company. In connection with such a request, documents pertinent to the administration of the Plan may be
reviewed, and comments and issues outlining the basis of the appeal may be submitted in writing. You may
have reprasentation throughout the review procedurs, A request for a review must be filed by 60 days afler
receipt of the written nctice of denial of 2 claim. The full and fair raview will ke held and a decision renderad by
the insurance campany no longer than 80 days after receipt of the request for the raview,

If there are special circumstancas, the decision will be made as soon as possible, but not later than 120 days after
recaipt of the request for the review. If such an exlension of time is nesded, You will be notifiad in writing grier to the
beginning of the time extension peried. The dacision after Your review will be in writing and will include specific
reascns for the decision as well as specific refarences to the pertinent Plan provisions an which the decision is based.

Statement of ERISA Rights
The staternent of ERISA Rights is required by federal law and regulation,

As a participant in this Plan You are entitled to cerizin rights and protections under the Emplayse Ratirement Ircome
Security Act of 1974 (ERISA). ERISA provides that all Flan participants shail be entitled to;

1. Examine, without charge, at the Administrater's office and at ather specified logations, such as waorksites 2nd unicn
Rails, afl Plan dacuments filed by the Flan with the U 3. Department of Labor, such as detailed annual reparts and
Flan descriptions.

2. Obtain copies of all Plan documents and sther Plan informaticn upon written request to the Administrator. The
Administrator may make s reasonabie charge for the copies.

d. Heaceive 2 summary of the Plan’s annual financial report. The Administrator is required by law to furnish each

paricizart with & cagy of this surmmary arnual repart.

Im addition to creating rights for Plan participants, ERISA imposes duties upon the people who ars respansible for the
operation of the employae benefit plan. The peogle who operate Your Flan, called “fiduciaries” of the Flam, have a duty
to de so prudently and in the interest of You and other Plan participants and beneficiaries, y -

'\ 086086




No are, inciuding Your emplayer, Your union, or ary other person, may firs Yot othervise discriminate against va,,
in any way to prevent You frcm .ining a welfara arefit or exercising Ycur.ts durdar ERI3A.

If Your claim for a wealfare banefit is denied in whale or in part, You mus! receive 2 written sxplaration of the raason fer
the darial. ¥cou have the right to hava the insurance company revisw and reconsider Your claim,

Uncer ERISA, thera are steps You can take o enforca the agove rights. For instancs, if You request matarials forihe
Alan and dc net recaive them within 20 days, You may file suit in faderal court. In 3ush a casa, the coyrt may recuira
tha Adminisirater to crovice ife matarials anc 22y You up to 5110 & cay untll Yoo recaive e materials, unless the
materiais werg net 32t because of reascns Sayend the conwral of the Acministrator. If Yo have a claim for benefits
wnich is deniec or ignerac, in whaole orin part. Yiou may file sultin 2 state or feceral court. I it should happen that =lan
fiduciarias misuse tha Flan's menrey, or if You are digsrimingtad against for assaning Your rights, You rmay sask
2gsisianc? rom the U .S, Department of Laber, o You may flie suit in a facaral court. The caun will decide who shoule
cay court £osis and legal fees. If You are sueszssil, the court may order the Derson You Meve sued 1o pay the cost
and fees. If You lose, the court may order You o pay thesez costs and fees, for examele, i it inds Yoour claim iz
friveicus.

it You have any Suastions sbaut Yeur Flan, You ahculd contact the Administreter, If You nave any cuesticns acout
this statament ar aboul Your rights urder 2RS4, You should contact the nearast Area Cffice of the Fansgion and
Welfare Bensfits Acministration, U 5. Desarment of Lakor, lisied in Yeur izlechone directcry or the Givision of
Technical Assistarnce and Inguiries, Pansicn anc '‘Nalfara Eanefit Adminisration, U3, Cacarmant of Later, 200
Conshifuticn Avenye, MW, Washincton, ©.C. 20210

ERIZA
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Continental Casdity Company ® CNA

For All the Cotnmitments Yo Make?

CMNA Flaza A Stack Company
Chicago, lllinois 60685

EMPLOYER: Rural & Pend Oraille Telephane Companies
104 Weast Madisen Ave.
P.Q. Box 963
Glenns Farry. 1D 83823

FOLICY NUMBER: SR-331164594
EFFECTIVE DATE: August 1, 1993
ANNIVERSARY DATE: August 1

We agree with the Employer to insure certain eligible employess of the Emplayer. We promise to pay benefits for loss
coverad by the palicy in accordance with its provisions.

The policy is issued in consideration of the payment of premium and the statements made in the Application.

The policy takes effect on the Effective Date stated. All insurance periods will be computed from that date. The nalicy
remains in faree for the period for which premium has been paid. It may be renewad for further successive periods by

payment af oremium as stated in the policy.

All periads of insurance begin and end at 12:01 AM., Standard Time, at the Employer's addrass a3 stated in this

contract, and on the application.
Di-144

SIGMED FOR THE CONTINENTAL CASUALTY COMPANY

Beertaadl. £, W A_U,,H\_W Yo S

Cnairman of the Beard Secratary

Countersigned by

Licensed Reswdent_Agent

Group Long Term Disability Policy

3801-P
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LONG TERM DISABILITY PLAN .

Paolicy Effective Date:
Policy Number:

Eligibility:

pefinition of Full-time:

Waiting Period:

Efimination Period:

Manthly Benefit:

Sacial Security Offset Method:
Employer Contribution:

Maximum Period Payable:

SUMMARY OF BENEFITS
ERective As Of August 1, 1689

August 1, 18599
SR-83116494

All active full-tirme employees whao are Actively at Wark for the
Emplayer.

Employees must be working at least 30 hours per week,

For employees in an eligible groug on or before August 1, 1989 30 Days of

centinuous active, full-time emplaoyment.
For employees entering an eligible group after August 1, 1839 30 Days of continuous

active, full-time employmant,

80 Days

67 % of Manthiy Eém."ngs tr a maximum benefit of $9,000.00 per
manth subject to reduction by deductible sources of income or
Disability Earnings.

Family Social Security
10G% of premium
Maximum Period Payvabie

To Retirement Age*
42 months or to Retirement Age®,

Age at Disability
61 or younger

Age 62
whichever is longer.

Age B3 36 months or to Retirement Age”,
whichever is langer.

Age B4 30 months or to Retirement Age”,
whichever is longer,

Age 65 24 months or to Retirement Age”,
whichever is longer,

Age BB 21 months or to Retirement Age*,
whichever is longer.

Age 67 18 months ar to Retirement Age”,
whichever is longer,

Age 68 15 months or to Relirement Age”,

whichever is longer,

Age 89 ar ovar 12 months

*SOCIAL SECURITY NORMAL RETIREMENT AGES
Based an the 1983 amendmeant to the Social Security Act, the following are narmal ratirgment ages by date of birth;

Yaar of Birth

Sagial Security Naormal Retirement Age

1237 or earlier 6% years
1938 B4 years,
1939 85 years,
1940 &5 years,
1941 65 years,
1542 B3 years,
1543 - 1954 B& years
1955 B8 years,
1358 &5 years,
1957 66 years,
1958 66 years,
1559 68 years,

2 meanths
4 manths
& monrths
8 months
10 months

2 manths
d rmonths
& months
A moenths
10 manths

n06030
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1960 or later 67 years.. .

Qther featuraes:
Waiver of Premium

Waork Incentive Benefit
Enhanced Work Incentive Benefit
Mirimum Benefit

Recurrent Disability

FMLA Coverage Extension
Survivor Benefit

Day Care Benefit

Woarksite Modification Benefit
Vacational Rehatilitation Service
Sacial Security Assislance
Presurmptive Disability

This Summary of Benefits cancels and replaceas ail other Summaries previously issued under the policy. I
outlines the policy features. The following pages provide a complete description of the pravisions of the

policy.
soae

HOW IS PREMIUM CALCULATED?
Premium is ¢aleulated by multiplying the total insured Monthly Earnings by 0083, Do not include Monthly Sarmings for

any individual in excess of $13,432 84 per Month in the premium calculation.

WHEN 15 PREMIUM PAID?
Thne policy is issued in consideration of the payment in advance «f the monthiy premium. The monthly premium is
calculated at the premium rate stated above. Such payment must be made by the beginning of each monthly premium

accounting period and must be accompanied by a premium adjustment report.

if an addition, termination or change in insurance takes place other than on a regular due date, any pramium
adiustment will take effect on the next due data.

If notice of termination or change is received more than six months after the termination or change became affective,
We are nat required to give a refund ar credit for the period in excess of six manths,
DI-3AA

15 PREMIUM PAYABLE WHILE AN EMPLOYEE RECEIVES BENEFITS?

We will waive premium fer an /nsured Employee during the periad of Disabifity for which the Monthly Benefit is payable
under the palicy. Premium payrment is required during the Insured Employee’s Elimination Perlod. During this period,
the frsured Employee's insurance will remain in force. This provision is subject to the Termination of Employee's
Insurancge provision, except for payment of premium.

Dl-4AA

IS THERE A GRACE PERIOD FOR PREMIUM PAYMENT?
Yes, A grace period of 31 days from the date premium is cue is allowed for the payment of premium. The paiicy will

remain in force during the grace period. The Employer is liable for all premiums due for the period the golicy remains

in forge ingluding the grace periad, if it applies.
DI-3AA

WHAT IS THE PCOLICY TERM AND PREMIUM RATE GUARANTEE"?

We agres {o renew the policy and nat ta change the premium rate. Such agreement shail be valid until August 1, 2001
if:

1. There are no changes made to the program,

2. Therg is & minimum of 10 Insured Employess and there is less than a 25% change to the number of fnsured

Employees sincea the effective date of the palicy; and
3. Tnere are no new classes of employees, subsidiaries, afliiated companies or new 2cquisiticns of the Employer

added after the &ffective date of the policy.

DI-5AA 0 0 ih} D 9 ]
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WHO MAY CANCEL THE POLICY OR A PLAN UNDER THE POLICY?

The policy or a plan under the policgilien be canceled by the Employer. .

We may only cancel or offer to mod,he policy i

there is less than 75% participation of those eligible emplayses who pay all or part of their premiurn for a plan; or
there is less than 100% participation of those eligible employees for an Emplayer pafd plan;

the Employer does not promptly provide Us with information that is reasenatly required,

the Emplayer fails to perfarm any af its obligations that relate to the pelicy:

fewer than 10 employ=ses are insured under the policy;

6. the Employer fails to pay any premium within the 31 day Grace Period.

If Wa cancel the palicy, for reasons other than the Emplayer's failure to pay premium, a wrilten notice will be celivered
to the Employer at least 31 days prior to the cancellation date.

DI-7AA

WHAT HAPPENS IF AN INADVERTENT ERROR QCCURS?

Clerical error or omissions will nat: (1) deprive an employee of insurance which would otherwise have been granted, or
{2) effect or continue ingurance which otherwise would not be in force. An adjustment of premium will be made.

DEBAA

WILL CERTIFICATES BE IS5UED?
we will deliver certificates of insurance to the Employer for issuance to each /nsured Employes. The certificates will

describe the henefits, to wham they are payable, the policy limitations and where the policy may be inspected.
DI-3AA
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Continental Casualty Company CNA

Far All the Commitments You Make®

CMA Flaza A Stack Company
Chicago, llinois 60685

Having issued Polfcy No. SR-83118484 o

Rural & Pend Creille Telephone Companies
(Herein called the Employer}

CERTIFIES that You ara insured provided that You qualify under the ELIGIBILITY pravision, become insured and
remaln insured in accordance with the terms of the policy.  Your insuranca is subject to ail the definitions, limitaticns
and conditions of the policy. It takes effect on the effective dats indicated in the EFFECTIVE DATE provision. This
certificate, howevar, is net the palicy. It is merely evidenca of insurance previded under the policy. The policy ¢an be

amerdad by mutudl congent hetween the Employer and Us.

This cartificate replaces and cancels any other certificate previously issued to You under the palicy.
COL1AA

The paticy is delivered in and is governec by the laws of the governing jurisdiction and to the extent applicable by the
Employee Retirement Income Security Act of 1974 (ERISA) and any amendments, When making a benefit
determination under the palicy, We have discrelionary authority to determine Your eligibiiity for benefits and to interpret
the terms and provisions of the palicy.

CDI-284
&w‘_ﬂfﬁé Z -
Chairman <f the Board
Group Long Term Disability Certificate
S301-C
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ARE YOU ELIGIBLE FOR THIS INSURANCE?
All active full-time employees wh Actively at Work far the Emplayer and.a have completed the waiting pericd
required by the Employer. The walthig period is stated in the Summary of Benefits.

A "full-time” employse is one who regularly works a minimum of 30 hours per week for the Empioyer. Part-time,

seasonal and temporary employees are not eligibia,
COH4AA

WHEN DOES YQUR INSURANCE BECOME EFFECTIVE?
If You are eligible as of the Palicy Effective Date, Your insurance shail take effect on such Date. If You become eligible

after the Policy Effsctive Date, Your insurance shall become effective on the first of the manth that fal's on or next
follows the date You become etigible.

¥, because af /njury ar Sickness, You are eligible but not Actively at Work on the date the insurance would otherwise
take effect, it will take effect on the day You return ta Active Work.
Co-5AA

WHO PAYS FOR YOUR COVERAGE?
Your employer pays the entire cost of Your coverage.
COI-8AA

1S PREMIUM FAYABLE WHILE YOU RECEIVE BENEFITS?

We will waive premium for You during the perice of Disabidlity for which the Manthly Eenefit is payable under the policy.
Fremium payment is required during Your Elimination Feriod, During this pericd, Your insurance will remain in force.
This provision is subject to the Termination of Employee's Insurance provision, except for payment of premium.

CDI-EBA

HOW DO WE DEFINE DISABILITY?
Disability or Disabled means that You satisfy the Occupatien Qualifier or the Rarnings Gualifier as defined below.

CDI-3AA

Occupation Qualifier
“Digability" means that during the Elimination Pericd and the following 24 months, fnjury or Sickness causes physical

ar mental impairment ta such a degree of severity that You are:
1. continuously unable to perform the Material and Substantial Duties of Your Regular Cecupation, and
2. not working for wages in any occupaticn for which You are or begome qualified by education, training or

experience.
CDI-10AA

After the Monthly Benefit Ras been payable for 24 menths. "Disakility” means that Infury or Sickness causes physical of

mental impairment to such a degree of saverity that You are:

1. continuously unatle to engage in any occupation for which You are or become guaiified by education, training or
experience; and

2. rat working for wages in any occupation for which Youw are or become qualified by education, training or

experienca.
CRI-11AA .

Earnings Qualifier
You may be considered Disabled during and after the Elimination Period in any Month in which You are Gainfuily
Employed, if an Injury ar Sicknass is causing physical or mental impairment to such a degree of sevarity that You are
unabie to earn mors than 80% of Your Manthly Earnings in any occupgation for which You ara quaiifled by education,
training or experience, On each anniversary of Your Disabifity, We will increase the Monthly Earnings Dy the lesser of
the current annual percentage increase in CRI-W, or 10%.

You are not considerad to he Disabled if You earn more than 80% of Your Monthly Earnings.  Salary, wages,
partnarshio or proprietorship draw, commissicns, banusas, or similar pay, and any other income You recejve or are
entitled to receive will be included. Sick pay and salary continuance payments will not be included. Any lump Sum
payment will be proratad, basaed an the time over which it accrued or the period for which 't was paid.

COI-13AA
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LOSS OF PROFESSIONAL LICENSE OR CERTIFICATION
If You require 2 professional licens certification far Your cocoupation, less of professienal license or certification
does nat in and of itself constitute iffffy under the Occupation Qualifier or th rmings Qualifier,

CD14AA

WHAT I3 THE ELIMINATION PERIOD AND HOW IS [T SATISFIED?
The Elimination Pzricd begins on the day You become Disabled. It is a peried of continuous Disabifity which musi be
satisfied before You are eligible to receive benefits from L5, You must be gontinuously Disabled through Your

Elimination Pericd.

It You temporzcily recover aad return to work, We will treat Your Disabiity as continuous if You return to work for a
period of less than ane-half the Elimination Faripd as shown in the Summary of Benefits not to exceed 20 days. The
days that You are nat Disabled will nat count toward Your Eiimination Fericd.

Ary increases Youw reczive in Monthly Earmings curing Your return to work period will nct be taken into consideration
when czleulating Your Monthly Banefit.

[f You return to work for a periad greater than one-haif the Simination Fericd, or 20 days, whichever is less, and
become Disabled again, You will have 0 begin a new Siminatica Pericd.

CAN YOU SATISFY YOUR ELIMINATION PERICD IF YOU ARE WORKING?
Yas, pravided You meet the definition of Disability,
CDIL15AA

WHAT DISABILITY BENEFIT ARE YOU ELIGIBLE TQ RECEIVE?

I You are Disatled, You are gligible to racaive cre of the following at any given time! a Monthly Esnefit, a Werk
Incentive Benefit ¢r an Ennancad Work [ngantive Banefit. While You are Disabled, You might be eligible {o receive
one ar the ather af the sbove, but You canaot receive more thar ong of these benafits at the same time.

CoOI-18AA

WHAT IS YOUR BENEFIT AND HOW IS 1T CALCULATED?

Wea will calcutate Your Monthly Beneffi amount as follows:

1. Multipiy Your Monthly Earnings by 67 %.

2. The maxirmum Monthly Benefit is $3,000.00.

3. Compare the answers from ltem 1 and ltem 2: The lesser of these two amounts is Your gress Monthly Benefit.
4.

Ceduct other squrces of income from Your gross Monthly Benafit. The resulting figure is Your net Monthiy Benefit.

We will pay the Manthiy Benafit for each Month of Disability which centinues after the Elimination Paricd. The Maonthly
Banefit will not be payable during the Sifmination Pariod nor bavend the Maximum Pericd Fayabls.

If a benefit is payabie for [ess than one month, it will be paid on the basis of 1/30th of the Monthly Benefit for aach day

of Disabifity.
COLTTAA

HOW DO WE DEFINE EARNINGS?
“Monthly Earnings™ will equal the Menthly wage or salary that You wers receiving from Your amployer cn the Date of

Digabiity. itincludes:
1. employes2 contributions mace through a salary reduction agraament with Your empioyar o an IRC Section 401(%),
4073(5), 501(c)3), 437 defarred compensation pizr, or any other qualified or non-quzlified empleyes Retirement

Plan or deferred compensatign arrangament; anc
27 amountzs contributed to Your frings banefits according to a szlary reduction arrangament under an IRC Sectien 125

plan,

It coes not incluce:

1. commissions;
2. bonuses;
3. overimea pay; .
4. Your employar's contribution an Your benalf io & Ratirement Flan or daferred compansation &
ather axtra compensation. -
CO-192A ﬂOﬂOSU
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WHAT ARE THE DEDUCTIBELE SQURGCES OF INCOME?
The Monthly Benefit under this po hall be recuced by: .
1. Disability benefits paid, payab r for which there is & right under:
a) The Social Security Act, including any amounts for which Your depencents may qualify because of Your
Disability,
by Any ng:kers‘ Compensation or Occupational Disease Act or Law, or any other law which provides
compensation for an occupational Injury or Sickness:
¢} QOccupational accident coverage provided by or through the Employer,
d)  Any Statutory Disagility Benefit Law;
e) The Railroad Refirament Act;
fy The Canada Pensicn Plan, Quebec Pension Plan or any other similar provincial disability or pensnon plan;

g} The Canada Oid Age Secunty Act;
h) Any Public Employee Retirement System Flan or any State Teachers' Retirement System Plan, or any plan

provided as an alternative to any of the above acts ar plans.

2. Disability benefits paid under:
a) Any group insurance plan provided by or through the Employer, and
by Any sick leave or salary continuance plan provided by ¢r through the Employer.

3. Retirement benefits paid under the Social Security Act including any amounts for which Youwr dependents may
qualify because of Your retirement.

4. Retirement and disability benefits paid under a Refirament Plan provided by the Employer excapt for amounts

attributable to Your contributions.
5. Any No Fault Auto Motor Vehicle caverage.
5. Dishursements received as a shareholder in a Subchapter 5 Corporation attributable to any pericd fellowing the

Date of Disabifity.

Preration of Lump Sum Awards
If any benefit described above is paid in a single sum through compromise settlement or as an advance on future

fiability, We will determine the amount of reduction to Your Monthly Benefit as follows:

1. We will divide the amount paid by the number of months for which the settlement or advance was providad: or

2. If the number of months far which the settlement or advance was made is not known, We will divide the amount of
the settlement or advance by the expected remaining number of menths for which We will orovide benefts for Your
Disability based on the Proaf of Disability which We have, subject to a maximum aof 60 menths.

COI-20AA

WHAT OTHER SOURCES OF INCOME ARE NOT DEDUCTIBLE?
We will nat reduce Your Monthly Benefit by any of the following:
deferred compensation arrangements such as 401({k), 403(b) or 457 plans,
credit disability insurance;

pension pians for partners;

military pension and disability income glans;

franchise disability incormne plans,

individual disability income plans;

a Retirernent Flan fram another Employer,

prafit sharing plans;

9. thrift or savings plans;

10, individual retirement account (IRA);

11, tax sheltered annuity {TSA),

12. stock cwnership plan.
CODI-21AA

0O~ N

CAN YOU WORK AND STILL RECEIVE BENEFITS?

While Oisabied, You may qualify for the Work Incentive Benefit or the Enhanced Wark Incentive Benefit, but not bath,
COI-22AA

Work Incentive Benefit

A Work Incentive Benefit will be provided if You are Disabled and Gainfully Employed after the end of the Elimination
Pariod, or after a period during which You received Monihly Benefits.

The Waerk incentive Benefit will be calculated during the first 24 menths of Gainful Employment 25 follows:

1. The Mcoathy Benell amcunt anc Disebilily Zamings amount will B2 added togeinsr anc comparad to Monthly
Eammgs
2. If the total amaount in Iterm 1 exceeds 100% of Monthly Farnings, the Work Incentive Banefit amount will be aqual to
the Maonthly Senefit recuced by the amount of the excass. ooooss
g9 ’




3. If the total amount in Item 1 dogg not exceed 100% of Monthly Earnings, thaa/ork Incentive Benefit will be equal to
the Monthiy Benefit armount. 5 “

After the first 24 months of Gainful Employment, the Work Incentive Benefit will be equal to the Monthfy Benefit arnount
less 50% of Disability Earnings.

The Work Incentive Benefit will cease on the earliest of the following: (1) the date You are no longer Disabled; or (2)

the end of the Maximum Period Payable.
COI-23AA

Enhanced Work Incentive Benefit
An Enhancad Work Incantive Benefit will be provided after the end of the Elimination Period, or alter a period during

which You received Monthly Benefits. This berefit is payabie if You are stiil [isabled and are Gainfilly Employed in an
occupation that has been approved as pan of a Rehabliitation Plan.

The Enhanced Wark ncentive Benefit will be calculated during the first 24 months of Gainfui Empleyment as follows:
1. If Disability Earnings exceed 100% of Monthly Earmings, the Enhancad Work Incantive Benefit will be equal to tha

Monthiy Benefit reduced by the armount of the excass.
2. |f Disabdity Earnings do not excead 100% of Monthly Earnings, the Enhanced Work Incantive Benefit will be egual

.
o the Monthly Benefit,

After the firat 24 months of Gainful Employment, the Enhancad Work Incentive Benefit will be aqual tc the Monthly
Benefit less 50% of Disability Earnings.

The Erhanced Work Incentive Benefit will ceasa on the earliest of the following: (1) as stated in the Rehatifttation
Flar: (2} the date You fail to comply with the requirements of the Rehabifitation Flan; (3) the date You are no longer

DCisabled; or (4) at the and of the Maximum Pariod Payabis.
COI-Z4AA

WHAT IS THE MINIMUM MONTHLY EENEFIT PAYABLE UNDER THIS PROGRAM?
In na avent will the Monthly Benefit payable for Disability be reduced to less than $100.00 or 10% of Your Monthly
Benefit prior ta the reductions stated above, whichever is greater. The Minimum Monthly Benefit dees not apply if You

are Gainfully Employed.
COL25AA

WHAT HAPPENS IF YOUR OTHER BENEFITS INCREASE?
The Morthly Beneffi, after the recuctions stated above. if any, will not be further reducad for subsequent cost-of-living
increasas which are paid, payable, or for which there is a right under any Deductible Source of Incorme shown ahave.

CDI-26AA

HOW LONG WILL YOU RECEIVE BENEFITS UNDER THIS FROGRAM?
Wea send You a payment each manth up fo the maximum duraticn of benefit based an Your age at Disability so long a3

You continue to be Disabled according to the teems of the policy:

Age at Disakility Maximum Period Payable

61 or younger To Retirgment Age”

Age &2 42 months or to Fetirement Age”,
whichever is l[onger.

Age B2 36 months or to Fetirement Aga”,
whighaver is longer.

Age 64 30 months or to Retirement Age*,

whighever is longer,
24 months or to Betrement Age”,

Age 85
whichever is longer.
Age 65 21 months or to Retirement Age”™,
whichever is langer.
Ace B7 13 months ar to Raetirermant Age®,
TR iF ICTG e
Age 68 1% manihs or to Retirament Aga”,
whichever i3 longer.
S 88 or over 12 months - ? 000097
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*SOCIAL SECURITY NORMAL REENREMENT AGES s
Based on the 1983 amendment to Social Security Act, the following are normial retirement ages by date of birth:

Year of Birth Social Security Normal Retirament Age
1937 ar earlier 83 years

1933 85 years, 2 months
1939 65 years, 4 months
1940 65 years, 8 months
1541 63 years, 8 months
1942 65 years, 10 manths
1943 - 1954 66 years

1955 66 years, 2 months
19586 66 years, 4 months
1957 86 yasars, 6§ months
1958 86 years, 8 months
1959 66 years, 10 months
1860 or later 67 yaars

COI-27AA

WHAT HAPPENS IF YOUR DISABILITY RECURS?
tf Disabifity for which benefits were payable ends but recurs due to the same or related causes less than & months after

the end of a prior Disability, it will ba considerad a resumption of the prior Disability. Such recurrent Disabifity shall be
subject ta the provisions of the policy that were in effect at the time the prior Disabilily began.

Digability which recurs more than § months after the end of a prior Disability are subject ta:
1) anew Eiiminaticn Feriod,

2) a new Maximum Perfod Fayable; and
3) the other provisions of the palicy that are in effect cn the date the Disabiiify recurs.

Disability must recur while Your coverage is in force under the policy.
CDI-2BAA

WHAT ARE THE EXCLUSIONS AND LIMITATIONS UNDER THIS PROGRAM?
The policy does not cover any logs caused by, contributed to, or resulting from:
COIX-TAA

+« declared or undeclared war or an act of either;
CDIX-2AA

«  Disability beyond 24 months after the Elimination Perod if it is due to a Mental Disarder of any type, Confinement
in @ Hospital ar institution licensed to provide care and treatment for mental iliness will not be counted as part of

the 24-menth fimit;
COIX-38A

+« a Pre-exisling Condition;
CDIX A AA

» attempted suicide, while sane ar ingane, or intentional self-inflicted infury or sickness;
COIX-3AA

= commission of ar attempt to commit an act which is a felony in the jurisdistion i which the act occurred,
COIX-BAA

« Disabiity beyond 24 months after the Elimination Penad if it is due to a diagnesed condition which manifests itzalf
primarily with Self-Reporied Symplam{s).

CDIX-TAA

Benefits are not payable for any period during which You are confined to a penal or ¢orrectional institution if the period

of coninemeant exceads 30 days,
CRIX-12AA

600098
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Benefits will not be payable if it is getermined that You are eligible to particip in vocational rehabilitation services
designed te assist in returning Yo mployment and You refuse to participat
COIX-13AA

HOW ARE SUBSTANCE ABUSE CLAIMS HANDLED® ‘
The policy does not cover any loss caused by or resulting from any substance abuse (drug or alcohol) related Disability

beyond 24 months after the Elimination Pericd.

You must be participating in an appropriate treatment program. A treatment program is any schstance abuse
treatment program appraved by the Siate. ‘

The cast of the treatment program will be borne by You, ar another group pian of Your Employer (such as a group
heaith plan or Employee Assistance Program) if ong is available and covers this type of treatment.

In no event will Mantkly Benefit payments be made beyond the earlier of the date.

1. 24 Manthly Benefit payments have heen made, or

2. You refuse to participate in an appropriate, available treatment program, or You leave the lreatment program pricr
to completion; ar

3. You are no longer following the requirements of Your treatment plan under the pregram; ar

4. You complete the initial treatment plan, exclusive of any aftercare or follow-up services.

In na event will Monthly Banefits ba payable beyond the Maximum Feriod Payabie.
COI-28AA

WHEN WILL YOUR INSURANCE TERMINATE?

Your coverage will tarminate on the earliest of the following dates:

1. the date the policy is terminated; or

2. the premium due date if the Empioyer fails to pay the required gremium for You, except for an inadverent error; or

3. the date You:
(a) are no longer a member of a class eligible for this insurance, or
{b) withdraw from the program, or
{c) are retired or pensioned, or
{d) cease work because of a leave of absence, furlough, fayoff, or temporary wark stoppage due to 2 [abor
dispute, unless We and the Emplayer have agreed in writing in advance of the ieave to continue insurance
during such pericd.
Termmination will not affect a covered |0ss which began before the date of termination.
CDI-30AA

WILL COVERAGE BE CONTINUED IF YOU ARE ELIGIBELE FOR LEAVE UNDER FMLA?

in the event You are eligible for and Your Emplayer approves a leave under the Family and Meadica! Leave Act of 1993
(FMLA), insurance will continue for a period of up to 12 weeks fellowing the date the leave begins, provided the
Emplayer continues paying the required premium,

You ara efigible for leave under this Act in arder ta provide care:
After the birth of a chiid; or

Aftar the legal adoption of a child; or

After the placement of a fostar child in Your home; or

To a Spouse, child or parent due to their serious illness; ar
For Your own serious health condition.

SRS S

While grantad a Family and Medical Leave Absenae:
1. The Employer will pay the required premium according to the terms of the policy,
2. You will be considerad Actively at Wark while om an approved Family and Medical Leave Absence; and

3. Coverage will terminate if You do not return to work as scheduled according to the terms of Your agreement with

the Ernployer.
COL31AA

WHAT HAPPENS IF YOU DIE WHILE RECEIVING BEMEFITS?
If You die after having receivad the benefit provided by the policy for at least 12 successive months and during & period
for which benefits are payable, We will gay a Surviver Incame Benefit. This benefit is Pqual to the amount You were

last entitled to recaive for the month preceding death. ‘ _
12 l nonnsyg




The Survivor Income Benefit sha payable on & monthly basis immediatelqer We receive written proof of Your
death. It is payabla for 8 months, benefit shall accrue from Your date of dea

This benefit is payable to the beneficiary, if any, named by You under the palicy. If no such beneficiary axists the
benefit will be payable in accordance with the TIME AND PAYMENT OF CLAIM provision,
cDI-33AA

ARE DAY CARE EXPENSE BENEFITS AVAILABLE WHILE YOU ARE DISABLED?
While Disabled and receiving the Enhanced Work Incentive Benefit, You will be reimbursed for Day Cara Expenses for

each Eligipie Child.

"Tray Cara Expenses” mean rmonthly expenses, up to 5350.00 per child per menth, charged by a licensed Day Care
Provider who is not a member of Your immediate family or living in Your residence.

“Eligible Child" is Your dependent child under age 13 wha lives with You and is:
1. Yourchild ar Your Spouse's child,

2. Yourlegally adopted child; or

3. A child for whom You are legal guardian.

You must supply satisfactory proef to Us that You incurrec such charges.
CDI-3aAA

WHAT OTHER SERVICES ARE AVAILAELE TO YOU WHILE YOU ARE DISABLED?
If You are Disabled and eligitle to receive Disability benefiis undar the palicy, We will evaluate You for eligibility to
receive any of the following., We will make the final determination for any of the following benafits or services.

Warksite Modification Benefit
We will assist You and Your employer in identifying modifications We agree are likely to help You remain at work or

return to waork, This agreement will ba in writing and must be signed by You, Your employer and Us,

When this occurs, We will reimburse Your emplayer for the cast of the madification, up to the greater of: 1) 51,500.00
or 2) 2 months of Your net Monthly Senafit.

Vocational Rehabilitation Service
Rehabilitation services are available when We detarmine that these services are reasonahbly assumed te assist in

returning You to Gainful Employment. Vocational Rehabilitation services might inciude one or mere of the foilowing:
1. Job madification;

2. job retraining;

3. job placement,

4, other activities.

Eligibility for Vocational Rehabilitation Services is based upon Your education, training, work experience and physical
and/or mental capacity. To be cansiderad for rehabilitation services:

1. Your Disability must prevent You from performing Your Regufar O¢cupation,

2. You must have the physical andf/or mental capacities necessary for successful completion of a rehabiiitation

program, and
3. There must be areasonable expectation that rehabilitation services will halp You return to Ganfld Empleymesnt.

Social Security Assistance
When necessary, We will provide an advacate for Yow, in applying for and sesuring Secial Security Disabiity awards,

When We determine that Social Securily Assistance is appropriate for You. it is provided at no adcitional cost to You.
CDI-33AA

WHAT OTHER BENEFITS ARE AVAILABLE?
CCI0-1AA
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PRESUMPTIVE DISABILITY

When Injury rasults in any of the Qciﬁc Losses listed below within 385 da.ﬂel‘ the date of the injury, We will
cansider You to be Disabled. You Il be antitled to payment of the AMonthly Benefit aftar the Elimination Perice. This
benefit is payable for the length of time stated below. Faymant of the Prasumptive Disability Benafit will caase on Your
date of death.

Specific Loss Manths Payable

Loss of Bt MBS e e 45 months
Lass of Bt R e 46 months
Loss of the entire Sight af BOth 8785 .o e 468 monrtns
Loss of one hand and one faot............. SR UUTRURRUPPUTRO 46 months
Loss of ane hand and the entire sight of ong 8ye i, 45 rmonths
Loss of one foot and the entire sight of GNe 8y e 46 menths
[t T R o e T =S =TT OO UURPT 23 months
Loss Of ONE 0Tt e 23 months
Loss of the entirg sight 0 0N BYE ... i e e 15 months
Loss of the thumb and index finger of @ither NENT ., 12 months

After payment of this Minimum Benefit, benefits may continue subject lo the other grovisions of the palicy. If more than
ong loss results from any one Injury, We will pay only for that loss with the graatast number of Menths Payatie.

“Specific Logs” means, with respect to hand or foot, the acluzl, complete and permanent severance through or above
the wrist ar ankle joint; with respect t¢ eye, the irrecoverable (oss of the entire sight thereof, and with resnect to thumb
end index finger, the actuzl, complete and permanent severance through or atove the metacarpephalangezl joinis.
COIO-10AA

WHAT ARE THE CLAIM FILING REQUIREMENTS?

Initial Notice of Claim
We gzk that You rnotify Us of Your claim as soon a2s poszsible 5o that We may make a timely decision on Your claim.

Your Employer can assist You with the appropriate telechone number and address of Qur Claim Department.  You
must send Ls written notice of Your Disabdity within 30 days of the Dale of Dizability, or as soen as reasonably
poszible. Motice may be sent to Our Claim Depariment, the CMA Home Gffice, CHA Plaza, Chicage, lilincis 80885 or

given to Cur Agent.

Written Proof of Loss

Within 15 days of aur Seing notified in writing of Your claim, We will supply You with the necessary ciaim forms. The
claim form is to be completed and sigred by You, Yeour Employer and Your Doclor I You do not receive the
appropriate cfaim forms within 13 days, than You will be considerad to have met the requirements for wrilten grocf of
loas if We receive written procf which describes the occurrence, extent and nature of loss.

Time Limit for Filing Your Claim
The time limit for fiing Your clairm is that Youw rmust furnish Lis with written procf of loss within 80 days after the end of

Yeur Eliminatiocn Fericd. The length of the Efiminaion Period ig stated in the Summary of Benefils secticn of the
policy. If it is not possible ta give Us written proof within, 30 days, the claim is not affected if the proof is given as soon
a3 possible. However, unless You are legally incapacitated, written sroaf of loss must be given mo latar than 1 year
zfter the time proof is otherwise due.

Mo benefits ara pavable far claims submitted more thae 1 vesr after the time proc’ is due. Bowsver, You can reguast
that benafits be paid for late claims i You can show that;
1. {twas not reasonably pessible to give wrilten preof dering

the 1 year period, and
2. Proofofloss satisfactory to Us was given as soen as was re

asonatly passible.

Froof of Disability

The following iterns, supplied ai Your expensa, must ba a sart of Your proof of ess. Failure to do so may dalay,
suspend or terminate Your benefits:
1. The date Your Disability bacan;
. TTe iz 3 Your Dizeailty

3. The progoosis of Your Disability,

0001061




om a Doctor, who is someone ather

4. Proof that You are receiving Apgropriate and Reguiar Care for Your conditicQr
than You or a member of Yc&vmediate family, whose speciaity or expf{@ie is the most appropriate for Your

disabling condition(s) according™e Generally Accapted Medical Practica.
5. Cbjective medical findings which support Your Disability. Objective medical findings include but are not limited to
tests, procadures, or clinical examinations standardly accapted in the praciice of medicing, for Your disabling

conrditian(s).
6. The axtent of Your Disahility, including restrictions and limitations which are praventing You from performing Your

Regular Qcocupation.

Aporopriate documentation af Your Monthly Eamings. 'f applicable, apprepriate, regular manthly documentation
of Your Disability Earnings. '

g, If You were contributing to the premium cost, Your employer must supely proof of Your apprapriate payroll

deductions.
§. The name anc acdress of any Hespital or Health Cars Facility where Yeu have been treated for Your Disability.

10. if applicable, proof of incurrad costs covered under other benefits included in the policy.

~l

Continuing Proof of Disability
You may be ssked to submit procf that You ccntinue to be Disabied and ars centinuing to receive Appropriate and

Reguiar Care of 3 Docter. Requesis of this nature will orly be as often as We fesl reascnzaoly necessary. [If so, this
will be at Your expense and must be received within 30 days of Qur requast.

Physical Examination
Al COur expense, We have the right to have a Doclor examine You as often as reasonably necagsary whiie the claim

continugs. Failure to comply with this examination will suspend or terminate benefits, uniess We agree You have a
valid and acceptatle reason for not complying.

Authorization and Documentation You Will EBe Asked to Supply
1. You will be required to provide signed autharizatior for Us to obtain and ralease all reasonably necessary mediczal,
financiai or ather non-medical information which supgort Your Ofsability claim. Failure to submit this infarmaticn

will deny, suspend or terminate Your benefits,
2. You will be required to supply praof that You have applied for other Deductible Income Eanefits such as Workars'

Compensation or Sacial Security Dizabifity benefits, when applicabig.
3. You will ba required to notify Us when You receive or are awarded other Deductible Income Benefits,  You must
tell Us the nature of the income benefit, the amount received, the peried ta which the benefit applies, ang the

duration of the benefit if it is being paid in installments.
COI-188A

TIME AND PAYMENT OF CLAIM
As soan as We have all necessary substantialing documentation for Your Disability claim, Your Senefit will be paid on

a Manthly basis, 30 long as You continue te quaiify for it.

Wa will pay benefits 1o You unless otherwise indicated. If You die while Your claim is open, any due and unpaid
Disability henefit will be paid to Your named beneficiary, if any.

if there is no surviving beneficiary, payment may te made, at Our option, to the surviving persen or persons in the first
of the following classes of successive prefererce beneficiaries: Yous {1) Spousa; (2} children including legatly
adopted children; (3) parents; or (4) esiate.

If any benefit is payable to an estate, a mingr or 2 person not competant {0 glve a2 valid release, Ws may pay up o
51,000 to any relative or beneficiary of Yours wham We desm to be enttled to this amount. We will be discharged 0

the extent of such payment mace by Us in good faith,
CEATAA

CAN YOU ASSIGN YOUR BENEFITS?
Your benafits are not assignable, which means that You may nat transfer Your benefits to anyone else
CO-38AA

WHAT WILL HAPPEN IF A CLAIM IS OVERPAIDY
Lot aErmayatanl oEn cozier wken You racss B orerIacive Coyment am 8 Daducinie Scurcs of Incoms; when

e inadvertently mzke an error in the calculation of Your clzim; orif fraud occurs.
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In an averpayment situation, We will determine the method by which the repa at is made. You will be requirad to
sign an agreemeant with Us whic’tails the source of the overpayment, th al amount We will recover and the
method aof recovery, [f Monthly Bel&hits are suspendad while recovery of the overpaymant s being made, suspension
will also apply o the Minimum Manthly Benefit payable under the palicy.

The qverpayment amount equals the amount We paid in excess of the amount We should have paid under the palicy.
CDI-33AA

WHAT ARE THE UNIFORM PROVISIONS?

Entira Contract; Changes
The policy, the Empicyer's apolication, Your certificate of coverage, and Your application, if any, and ary other

attached papers, farm the entire contract between the parties. No change in the policy is vald unless approved in
writing by ane of Our officers. No agent has the right to change the policy or to waive any of its provisions.

Statements on the Application
Any staterment made by the Emplayer or You, emept for frauduiant misstatements, is considerad a representation and

mot a warranty. A copy of the statement will be provided to the Emplaoyer ar You, whoevaer made the statement. Mo
staternent of the Emgplayer will be used to void the policy after it has been in forge for 2 years. Mo statement of Yours
will be used in defense of a claim after You have been ingured for 2 years, except for frauculent missiatements,

Legal Actions

No jegal action of any kind may be filed against Us |

1. within the 80 days after proof of Disability has been given; or

2. more than 3 years after proof of Disability must be filed, unless the law in the state where You live allows & longer

periad of time.

Conformity with State Statutes

If any provision of the policy conflicts with the statutes of the state in which the policy was issued or delivered, it is
automatically changed o meet the rminimum requirements of the statute.

CDI-10AA

SUBROGATION f RIGHT OF REIMEURSEMENT
when any clairn payment is made, We reserve any and all rights to subrogation and/or reimbursement to the fullest
extent allowed by statute and customary practice. Any party to this contract shall not perferm any act that will prejudica

such rights without prior agraement with Us.

We will bear any expenses associated with Our pursait of subrogation or recavery,
CDI-+1AA

FRAUD
Any person whe knowingly and with intent to defraud any insurance company or other person files an application for

imsurance or statement of clairm containing any material false information or conceals for the purpose of misleading
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and may subject
such person to criminal and civil penalties. Such penaities include, but not limited to fines, denig! or termination of
insurance benefits, recavery of any amounts paid, civil damages, criminal prosecution and confinameant in state prison.

GO-3244

GENERAL PROVISIONS

W= have the right ta inspect all of the Employer's recards on the policy at any reasonable time. This right will extend
untiis (1) 2 years after termination of the policy; or (2) alf claims under the palicy have been sattied, whichever is later,
The oolicy i3 in the Employar’s possession snd may oe inspectad by You at any time during normal business hours al
the Employer's office.

The palicy is notin lieu of and does not affect any ’F'QUIFPITEHIS for coverage by Workers' Compensation Insurance.
COi-t3AA

N0N103
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GLOSSARY .

“Actively at Work™ or “Active Work™ means the employee must be:
1. working at the Employer's usual place of business. or on assignment for the purpase of furthering the Ermpicyer's

business; and
2. performing the Material and Substantial Duties of the Insured Emplovea's Regular Occupation ¢n a full-ime basis.

COID-144,

“Appropriata and Ragufar Care” means that You are regulariy visiting a Doctor as frequently as medically required to
meet Your basic heaith needs. The effect of the care should be of demonstrable medical value for Your disabling
candition(s) to effectively attain and/or maintain Maximum Medical Imarovemeant.

COID-4AA

“Date of Disability” (s the date We determine Your Injury or Sickness impairs Your ability to perform Your Rsqular

Jccupation.
CDID-3AA

“Disability” or “Disabled” means that You satisiy either the Qceupation Qualifier ar the Earnings Qualifier.
CIID-5AA

“Disability Earnings’ is the wage or salary You earn from Gainful Emplcyment after 2 Disability begins. it coes not
include Soclal Security or any other Disabiity payment You receive as a result of Your Disatiity,
COIR-TAA

“Doctor” means a persen legally licensed to practice medicing, psychiatry, psycholegy or psychotherapy, whao is
neither You nor a member of Your immediate family. A licensed medical practiticner s a Doctor if applicable state law
requires that such practitioners be recognized for purposes of certification of Oisability, and the treatment provided by
the practitioner is within the scepe of his or her license.

CDID-3AA

“Elimination Period” means the number of calendar days at the beginning of a cantinuaus period of Disskility for
which no benefits are payable. The Elimination Fericd is shawn in the Summary of Benefits.
CDIL-3AA :

“Gainful Employment” or “Gainfully Employed” means the perfarmance of any occupation for wages, remuneration
ar profit, for which You are qualified by education, training or experience on a full-time or part-time basis, for the
Emplayer or another employer, and which We apprave and for which Ws reserve the right to madify approval in the

future.
CDID-10AA

“"Generalfy Accepted Medical Practfice” or “Generally Accepted in the Practice of Medicine’” means care znd
treatment which is consistent with relevant guidetines of naticnal medical, research and health care guverage

organizations and governmental agencies.
CDID-11AA

"Hospital or Health Care Facility” is a legally operated. accredited facility licensad to provide full-time care and
treatment for condition causing Your Dizability. 1t iz operzted by a full-time siaff of licensed physicians and registersc
nurses. !t does not include fagilities which primarily provide custodial, educational or rehatilitative care.

CLID-12A4

“Injury’ means bodily injury caused by an zccident which rasuits, directly and independently of 2l other causes, in
Dizability which begins while Your coverage is in forca.
COIC-13A4

“Insured Employee” means an employes whose insurance i3 in force undar tha terms of the poiicy.
CRID-1+A4A

“Male pronoun” whenever used incluces the female.
COIT-1RAA

“Material and Substantial Duties " means the necessary functions of Your Regular Cocupation which cannot be

raasonably emitted or altered.
00n104
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“Maximum Medical Improvem is that level at which, basad an reascn’ medical probability, further material
recovery fram, or lasting improve tto, an Injury or Sickness can ne longer b2 reasonably anticipated.
CBID-13AA

"Mental Disorder” means a disorder fourd in the current diagnostic standards in the American Psychiatric

Association.
COID-15AA

“Monthly Benefit” and "Maximum Period Payable” mazn that benefit and thase pericds shown in the Summary of

EBanafits which apply to You.
CEID-20AA

“Pre-existing Conditicn” maans a condition for which medical treatmant or acvice was randersd, prescribed or
recemmended within 3 meniths prior to Your effective date of insuranca. A condition shail no longer be considerad pre-
gxisting if it causes Disability which begins aftar ¥ou have been insured under the policy for a period of 12 months.
COIC-Z1BA

“Regular Occupation” means the cccupation that You are performing for income or wages on Your Date of Disabifity.
It is not limited to the sgecific position Youw held with Your employer,
CCID-22BA

“Rehabilitation Plan” means a written agraement between You and U5, Its purpose is to assist You in returning to
Gainful Employment. The Rehabilitation Plan will cutiing the time and dates of the vocational rehabilitation services,
Cur responsibilities, Your responsibilities and the responsibilities of any third party which might e involved. The
Rehabifitation Plan will be at Our expense, at the expensa of the third party, or a shared expense of Qurs anc a third
party. At Ourdiscretion, the Rehabifitation Plan will in¢lude the Day Care Exnensa Benefit,

COID-23AA

“Retirement Flan” means a plar which providss refirsment benefits to emplovess and is not fundec wholly by

employes contributions,
COID-24AA

“Sell-Reparted Symptoms™ means the symptoms of which You tell Your Doctor, and are nat verifiable or quantifiable
using tests, procedures, or clinical exarminations Generally Accested in the Fractice of Medicine. Exampoles of these
rmanifestations include the following, but are not limited to: fatigue, pain, headaches, siiffness, screness. tinnitus
(ringirg in the ears), dizziness, numbness, or lass of energy.

COID-25AA

“Sickpess” means sickness or disease causing Disability which begins while Your coverage is in force.
COID-25AA, .

“Summary of Benefits” means the summary which is & part of this certificats,
CDID-233A

“We", “Our” and "Us” mean the Continental Casuaity Compary, Chicage, llinois.
CDID-18AA

“You", “Your” and “Yours” means the emgioyee to whom this cartificare 2 iszuerd and whose iNsurance is in force

under the terms of the policy.
COID-3QAA




ERISA
. YOUR RIGHTS UNDER ERISA .

The following section contains information provided to You by the Plan Administrator of Your Plan to meet the
requirements of the Employee Retirement fncome Security Act of 1974, It does not constitute a part of the Plan or of
any insurance policy issued in cannection with the Plan. All inquiries relating to the foflowing material should be
rafarred directly to Your Plan Administrator.

SUMMARY PLAN DESCRIPTION

Name of Flan ‘
The Plan for which this Surnmary Plan Description is provided is known as the:

Rurat & Pend Qreille Telephone Companies Group Disabiity Plan
Maintenance of Plan

The Plan is maintained by:
Fural & Pend Qreille Telephone Companies

104 West Madisan Ave.
Glenns Ferry, 1D 83523

Employer ldentification Number and Flan Number

The employer identification number (EIM) assigred by the Internal Revenue Sarvice to the Plan sponsor is:
93-0739703

The Plan Number assigned oy the Plan sponscris:

Typa of Walfare Plan

The Plan is a group disability plan,

Administration of Plan
The Plan is administered by the Plan Administrator through an insurance contract purchasead from Continental

Casualty Cempany.

Plan Administrator
Rural & Pend Creille Tatephone Companies

104 Weast Madison Ave,
Glenns Ferry, 1D 83823

Hereinafter refarred to as the Administrator. The Administrator and other Plan fiduciaries have discretionary authority
ta interpret the terms of the Plan and to determine eligibility for and entittemant ta benefits in accordance with the Plan.

Agent for Service of Legal Process
The person designated as agent for service of lega! process upon the Plan is:

Rural & Pend Qreiile Telephcne Companies
104 West Madison Ave,
Glenns Ferry, 1D 83523

In addition, gervice of process may be made upan the Adminigtratar,




Eligibility and Benefits
The Plan's requirements respectin.gibility for participation, the conditions per.ng to eligibility (o receive benefity
and description or summary of the benefits are listed in the certificate portion of this boaklet,

Circumstances Which May Affect Benefits
Circumstances which may result in disgualification, ineligibility, denial, iass, ferfeiture ar suspension of any benefits are

tisted in the certificate portion of this booklet.

Sources of Plan Contributions
Contributions ta the Plan are made by the emplayer.

Medium for Praviding Benefits N
Eenefits under the Flan are provided in accordance with the pravisions of Group Insurance Palicy Mumber SR-

83116494 issued by Continental Casualty Company, CNA Plaza, Chicage, lllinois, 60835,

Cate of End of Plan's Fiscal Year
The date of the end of each year for purposes of maintaining the Plan's fiscal records is December 31,

Claim Procedures
1. Presenting Claims for Benefits
Claim forms may be obtained from: the Employer,

Please see Your insurance certificate or bocklet for the reguirements of the Group Insurance Policy as to
notice of claims.

2. Claims Denial Frocedurs
Any denial of a2 claim for benefits will be provided by the ingurance company and consist of a written

explanation which will include {i) the specific reasons for the denial, (if) reference to the pertinent Flan
provigions upon which the denial is based, (i) a description of any additional informaticn You might he
required to provide and an explanation af why it is needed, and (iv) an explanation of the Plan's claim review
procedure. Yow, Your beneficiary {when an appropriate ¢laimant), or & duly authorized reprasentative may
appeal any denial of a claim for benefits by filing a written request for a full and fair review to the insurancs
company. [n connegtion with such a request, documents pertinent to the administration of the Plan may be
reviewed, and comments and issues outlining the basis of the appeal may be submitted in writing.  You may
have represantation throughout the review procedure. A request for a review must he filed by 60 days after
receipt of the written notice of denial of a ¢laim, The full and fair review will be held and a decision rendered by
the insurance company no lenger than 60 days after receipt of the request for the review.

If there are special circumstances, the decision will be made as soon as possible, but not later than 120 days after
recaipt of the regues! for the review, If such an extansion of time is needed, You will be notified in writing pricr to the
beginning of the time extension period. The decisinn after Your review will be in writing and will include specific
reasons for the decision as well as specific references to the pertinent Plan provisions on which the decision is based.

Statement of ERISA Rights
The statement of ERISA Rights is requires by federal law and regulation.

As g participant in this Plan You are entitled to certain rights and protections under the Employes Retirement Income
Security Act of 1574 (ERISA). ERISA provides that ail Plan participants shall be antitled to:

1. Examire, without charge, at the Administrator's office and at other specified locations, such as warksites and union
halls, all Plan documents filed by the Plan with the U.S. Department of Labor, such as detailed annual reports and

Plan descriptions.
Obtain copies of all Plan documents and other Plan information upon written request to the Administrator. The

Administratar may make a reasonable charge for the copies.
3. Receive a summary of the Plan's annual financial report. The Administrator is required by law to furnish each

participant with a copy of this summary annual repart,

]

In additicn te creating rights for Plan participants, ERISA imposes duties upon the people who are responsible for the

operation of the employee benafit plan. The people who cperate Your Plan, called “fiduriaries” of the Plan, have a dut .

to do 50 prudently and in the interest of You and ather Plan participants and beneaficiaries. n d 07
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Mo ane, including Your employer, 'union, or any other person, may fire Ymﬁtherwise discriminate against You
in amy way to prevent You from obt®ing a weifare benefit or exercising Your rights under ERISA.

If Yaur claim far a welfars benefit is deried in whale ar in cart, You must raceive a writtan axplanation of the reason for
the denial. You nave the right to have the insurance company review and raconaider Your claim.

Under ERISA, there are steps You can take to enforce the abeve rights. For instance, if You request materials for the
Plan and do not receive them withins 30 days, You may file suit in federal court. In such a case, the court may require
tha Adminisirator to provide the materials and pay You up te 5110 a day until You receive the materials, unless the
materiais wera not sent hecause of reasons beyond the control of the Administrator, If You have a claim for benefits
which is denited or ignered, in whole or in pari, You may file suit in a state or faderal court. If it should happen that Plan
fiduciaries misuse the Plan's money, or if You are discriminated against for asserting Your rights, You may seax
assistance from the U.S. Departrment of Labor, or You may file suitin a federal court. The court will decice who should
pay court costs and legat fees, If You are succassful, the court may arder the person You have sued to pay the cost
and fees. If You lose, the court may order You to pay these costs and fees, for example, if it finds Your claim s

frivotous,

If You have any questions about Your Plan, You should contact the Administrator. If You have any questions abcut
this statement or about Your rights under ERISA, You should contact the nearest Area Ofiice of the Pension and
Welfare 2enefits Adminisiration, 1.5, Department of Laber, listed in Your telephone directory or the Divizicr. of
Technical Assistance and nguiries, Pension and Welfars Eanafit Administration, J.5. Department of Labar, 200
Constitution Avenue, N.W., Washington, D.C. 20210.

ERISA

000108

21




Continental Casualty Company CNA

Fur Al the Commitmernts You Maje?

CNA Plaza A Stock Company
Chicage, illinois 60685

AFPLICATICN
is hereby made to the Continental Casualty Cornpany for Group Disability Income Insurance by

1. Employer: Rural & Pend Qreille Telephane Companies
2. Address: 104 West Madiscn Ave,
P.O. Box 968
Glenns Ferry, 1D 83623
3. To be effective in the State of IDAHO and governad by the laws thereoi.
4. Coverage applied for Folicy #: 8R-83116494

D Shart Tarm Disability
Long Term Disability

5. Eligibility:
The classas of individuals eligible for coverage are icentified in the palicy.

B, Effective Date:
The palicy(ies) applied for will become effective at 12:01 AM. Standard Time at the Applicant’s address on

August 1. 1999 provided the Application is accepted in writing by the Continental Casualty Company at its Homa
Office, CNA Plaza, Chicage, lllincis, 80625, 1t is agreed that the policy(ies) cannot become effective until & deposit
premium has been paid and, as to benefits requiring contributions by the individuals insured, until at least 757% of
the individuals eligible have subscribad to the policy. The Apglicant further agrees that, as to benefits not reguiring
contributions by the individuals insured, all eligible individuals will be ingured.

By: WITNESSE:
Applicant Licensed Resident Agent
Title -
Date
ZB0I-Z

000109

22




® o
Continental Casualty Company

Long Term Disability
Insurance Program
Administration Manual

designed for

Rural & Pend Oreille Telephone
Companies

000110




@
CNA

For All the Commitments You Malce®

)

"TABLE CF CONTENTS

TITLE PAGE

Who |5 Eligible FOr TRis INSUMBNECET .....iiiireree e iemee e eeeem e cea s sir e e v e 4
when Does Insurance Bacome Effective For Individual EMployess? .. 4
What If The Employee Is Nat “Actively At Work™ On Thair Effective Date? e e 4
WhHat ArE The ENrolmemt ProCBOUIBE T (iiiiiii i e eeree ot e e e eee e e s saaL a0 Tr s 43 sa30 15T 1 g s a o m 2 s 2 mm s o e s e m s eme e me e &
Benreficiary Designation AN ChanGES ... i i e o e e e 4
=Y (1T or= 1 U 4
When Doas Al EMployae’s Covarage ENO7 .. imrr iy srmeee oo meeme s see e eaie et s ae et et v a1 a1y semn oo 5
WHO Pays ThE PTBITUUM? oot o oo ee o e oo bbb E 4T T oo 5
What 15 The Cost OFf THIS IISUIEMGET oo rs e oo e e iee o eee e eees s rasa s e ebs b e e s st 1mme o meee o om e e emeeoeads e e sd s b oot e st ra 5
ls Pramium Payable For Disabled EMPIOYEEST .. i e ekt e 5
e Tt r e =T 1= O Uy PO PR 5
When |5 Premitm Payment Due 70 SN A 7 o e et e e e B
Clairms To File Early - Eary Iermim mn. s e e 5
How Do | Subimit A Long Term DIsability CLRIMIT .o et e s s s en e &
How Are Lang Terrn Cisability Benefits Taxed? . i e ot ]

000111




GROUP LONG TERM DISABILITY INSURANGCE
. ADMINISTRATION MANUAL

This manual is supplied to assist you with administration of yeur Group Long Term Disability pelicy. It contains
infermation on all aspects of the program. It does not réplace the poficy. Please read your policy before attempting to
administer the program. If you have any questions about the content or procedures described within, please contact

us.

Policy Information:

Yaur Group Long Term Disability policy is effective August 1, 1899,
Your Group Long Term Disability policy number is SR-311164924,

Be sure to Include this palicy number on all correspondenca relating to this coverage,

Important Addresses and Phone/Fax Numbers:

Account Service or Underwriting Questions

CNA
Special Benefits SBU
P.O. Box 25942
Overland Park, K3 66225-5942
Fax # (913) 861-5777
Toll-free #: (8BOQ) 255-7214

Pramium Payment Only

CMA Group Benefits
75 Remittance Dr - Suite 1841
Chicago, IL 60675-1641

Claim Filing ar Claim Questions

Disability Commercial Accounts
P.C. Eox 846730
Maitlarnd, FL 32794-56730
Fax # (407) 219-6402
Toll-free #: {B00) 282-8273

00n112




Wha Is Eligible For This Insuran
Employee Eligibility: _ .
All active full-tirne employees who are “Actively at Work" for the Employer.

Employer full-time service period for employees in an aligible class or or before the poficy effective date: 30 Days,
Empioyer full-time sarvice period for employees in an eligible class after the palicy sffective date: 30 Days.

A ‘fuil-time” employee is one who regularly works & minimum of 30 hours per week for the Employer. Part-time,
seasconal and temporary employees are nat eligible,

"Actively at Work" means an employee is at your usual place of business or on assignment, and performing their
regular job on a full-time basis.

When Does Insurance Become Effective For Individual Employees?
Empiayees who fulfill the efigibility requirements (shown ahave) on or before the policy effective date, will have their

insurance take effect an the policy effective date.

Employees wha fulfill the eligibility requirements (shown abova) after the policy effective date, will have their insurancs
take effect on the firat day of the month that fails on or next fallows the date the empioyes becomeas eligible for this

coverage.

What if The Employee I3 Not “Actively At Work" On Their EFfective Date?
Imjtiry and Sickness - If the employee is not “Actively At Work” because of Infury or Sickness an the date the insurange

coverage would have otherwise taken effect, the employee’s insurance will become effective on the day the empigyee
returns to “Active Work" .

Holidays, Saturday, Sunday - If the day the employee would othenvise be insured cccurs on a Saturday, Sunday or
holiday, the employee’s insurance will become effective on that day if the ermployee is able to perform their regular
schedule on that day and was “Actively at Work”™ on the last regularly schecduled work day.

Vacation - Normal vacation is considered active employment, If the day the employee would otherwise be insured
vceurs white the employee is on a bona fide vacation from work, the emplayee’s insurance wilf become effactive on

that day.

What Are the Enrollment Procedures?
Enrollment forms are not needed for your pian bacausa you are paying all of the premium for your eligible emplovees.

All employees who qualify based on the eligibility requirements stated in the previous section are automatically insured
as of the date shown above.

Eeneficiary Designation and Changes

The Preferential Beneficiary clause of the Payment of Claims provision of the policy determines the beneficiary if there
are any accrued benefits payable after the claimant's death. However, some employees may wish to designats a
diffarent beneficiary. Tharefore, we are enclosing a supply of Beneficiary Deasignation cards (Form BG-81470). Kesp
a compieted ¢ard with your employee records, A new card must be completed to make a change,

Cartificates
A supply of insurance certificates will be sent to you. You should give one ta gach insured empioyes. When you have

oniy a 30-day supply. please contact us at the Account Service address shown in the “Important Adcrasses” page of
this manual sc that we can send anather supply to you.




Whan Does An Employee's Covegases End?
An employesa’s insurance will termi on the earliest of the following dates: .
. the date the policy is terminated; or
2. the premium due date if you fail to pay the required premium for the employee, except for an inadvertent error; or
3. the date the employee:
a) is nolonger a member of & class eligible for this insurance, or
b} withdraws from the program, or

¢) is retired ar pensioned, or
d) ceases work because of a leave of absence, furlough, layoff, or temparary work stoppage due to a labar

dispute, unless we and yau have agreed in writing to continue insurance during sucn periad.
Termination will not affect a covered loss which began before the date of termination. Mark all of your recorcs

immediately when an employee's insurance terminates,

Who Pays the Premium?
You are paying afl premium cast for yaur Long Term Disability insurance program.

What Is The Cost Of This Insurance?
The cost for Long Term Disability insurance coverage is a rate of 0083 multiplied times the tota! insured payroll for the

manth. This rate should not be applied to an emplaoyee's monthly salary in excess of $13,432.84,

is Premium Payable For Disabled Employees?

while the employee is satisfying the Long Term Disability efimination period, prermium shouid continue to be paid for
their coverage. Once an employee begins to raceive Long Term Disability benefits, further Long Term Disability
premium payment is waived. Long Term Disability premium paymant should resume if the emgloyes returns to Long

Term Disability coverage eligibility status.

How Will | Be Billed?
You will recaive a Group Monthly Premium Adjustment Repert. This report will detail current enroliment information for

all insured ernployees as well as premium due us. Complete this report when adding, deleting, or changing benefit
participation on an employee. This report must be included with your premium payment remittance.

When Is Premium Payment Due to CNA?
Your premiurn payment aleng with the gremium report is cue to us by the first day of the month for which it appiies.

For example, April premium and report are due ta us by Agril 1st,
Please allow 5 business days priar to this date fer malling.

Claims to File Early - Early Intervention

Early intervention on disability claims is an integral part of any disability management program. CNA's Early
ntervention Claim Pragram is provided with your LTD coverage at no additicnal ¢harge. The program is intended to
provide advance notification on claims with patential to exceed the LTD elimingtion period. By using this service,
patential LTD claims can be more effectively managed by CNA, even during the LTD eliminaticn pericd. This shouid
result in improved service and experience for your program, Advance nobification s cntical to the success of thia

pregram.

Early Intervention 1a designed to work with you and your existing shori-term disability (3TD) claims adminigtration
grogram for the specific ¢laims diagnoses stated below.

nenita
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Filing an Early Intervention Clai Your Role
When an employee is disabled asn‘ult af one of the conditions listed below, Q:Iairn forms indicated in the section
labeled Filing a Claim - Your Role under How Do ! Submit a Long Term Disa ility Claim? should IMMEDIATELY
be completed and sent to us after the employee's last day of work.
= Chrenic Fatigue/Epstein Barr Syndrome
Mental/Psychiatric Disorders
Repetitive motion injuries (such as Carpal Tunnel)
Fibromyalgia
Muitiple Sclerosis
Lupus
Cardiovascular conditions
Back surgery

If the claim is found to be appropriate for Early Intervention, a Disability Specialist and MNurse Case Manager wil
immediately begin processing cf the claim.

If tha ctaim is NOT appropriate for Early Intervention, you will be advisad 25 10 the reasons wiy.

How Do | Submit a Lang Term Disability Claim?
Disability management and accurate, efficient payment of senefits are what you expect as part of your disability

orogram fram CNA. So that we may provide our best service, please read this seclion carefully.

[The following ¢laim instructions should be used in the avent:

4. CNAis nat your 5TD insurer/administrator; or
2. CNA is your STD insurer/administrator but the claimant was not eligible for STD benefit payments

but is insured for LTD with CNA.

If this claim is eligible for CNA paid STD benefits, it will NOT be necessary to submit a new claim form for LTD
benefits. We will notify the employee that benefits will begin to be paid on a monthly hasis and will be paid
under the Lang Term Disability (LTD} provisions of the policy. It additional information is needed, we will

contact you, the employee or the emplayee's daclor.

Filing a Claim
When an employee's disability (including disabilities caused by occupation related sickness or injury) is likely o

gontinue beyond the elimination peried, the following steps should be followed:

3. Approximately 30 days before the end of the elimination peried. send the following material to the disabled
employee:

1) the LTD Employee’s Statement form, The disabled employee is to complete the entire form;

2y the Physician’s Statement form. The disabled employee is to complete the identification section and sign the
authorization section of the FhAysician’s Statement and give the Statement to his/her doctor for completion with
instructions to return the comglsted Physician's Statement to the employee;

3) the fnitial Claim Submission instructions. (You may wish to cuplicate the instructions on your company's own
stationery); and

4} a return envalope.

b. The disabled employse is 1o send both Statements back ta the benefits representative at your company.
c.  An authorized reprasentative of your company should,

1) comglete the LTD Employer's Statement,

2) provide, in the appropriate spaces on the Statement. the sourca{s), amount{s) and beginning-ending dates of
any other disability, retirement or salary continuarca benefits which the disabled ampioyee may be recaiving,

3) submit a job description indicating the physical requirements of the disabled person's jeb. If you de not have a
job description available, please cortact our Claim Department to request a job cescription for completion;

4) for those employees wha are paying all or part of the premiurn, provide a copy of the disabled employee's LTD
enroliment form along with verification that premiums were decucted from the employee's paycheck for this
coverage; and

5) provide any additional information that might have an effact on the claim.

d. Atleast one copy of each Statement should be made for your recerds.

Tma farms should Be mailed ta arriva at laosi 24 days befors tha end cf t-e eliminaticn paricd. Send all
information to the address for claim submissions shown in the “Important Addressas” saction of this manual. Please
rote that the submission of the above informaicn will 35305t us in procassing your employees’ claims in & timely
feshion and will reduce the number of requests neecad far subsequent information.

0oN1l1s
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Claim Processing - Our Role * q
Initial Claim Processing. When receive your claim correspandence, we will assign a claim number and advise

you of the number. Please usa this number whenever you contact us regarding the claim.

To gualify for bengfits, an insured employae must:
a. be disabled during the elimination period and beyond in accordance with the policy provisions; and

b. meet all eligikility requirements as outlined in the policy.
in addition, premium for the coverage provided under the policy must be paid to date.

Once the elimination peried ends, claim payménts are made in accordance with the palicy provisions. Claim paymenis
will be sent directly to the claimant unless otherwise specified.

If additional information is needed to maka the initizl ev.ﬂluatlon of the ¢laim, we may contact you, the employee or the
employee's physician to abtain this information.

Continued Claim Procassing. After benefits begin, additional medical informaticn may be necessary to support
cantinued disability and o verify that the ¢laimant is under the appropriate regular care and attendance of a physician,
The ¢laimant's condition and the physician's progrosis determine how frequently this information is needed. A claim
form is sent to the claimant to have completed and returned. The completion of this form is part of the normal proof

reculired to document the loss.

Social Security and Other Disability Benefits, Your LTD program, together with any other disability benefits, is
designed to provide the employee with adeguate replacement incorme. When it is apparent that the employes is
antitled to Warkers' Cempensation, statutory or other benefits, he or she should make prompt application for them,

Flease ¢all and discuss with us any questions you may have,

if it is likely that the employee's disability will fast for 12 full calendar months or mora, the palicy requires that the
employee file for Social Security Disability Benefits. The Claim Cepartment will provide detailed instructions regarding

Social Security filing grocaduras,
The palicy alsa requires that the employee file for all other disability benefits to which the employee is entitled. You

should inform us about any other disahility benefits that beccme payable. Include the amounis and dates of payments.
Also, please send us copies of the documents the employee receives describing the benefits awarded (or declined),

arnounts and dates paid.

Additional Information, We may request specific information by correspondence ar persenal contact from you, the
disabled employee, or the employee's attending physician, We will send you copies of correspondence we send to the
employes ingluding netification of approval or danial of any claim.

Waiver of Premium. Once we beagin benefit payments. you should stop premium paymeants for the employee, as
axplained in the Waiver of Premium provision of the policy. When the emplayee returns to wark, you should rasume

pramium payments.
Appeal Procedures. Claim decigions, including denials or termination cf benefits, will be communicated directly to the

claimant with a copy to your Claim Administrator. Appeals of claim decisions must be made In writing within B0 days of
the date the decision was communicated to the employee (the date of the denial letter),

Apgaeais should be submitted to the Claim Department address shown in the “Important Addresses” section of this
manuat,

APPEALS SHOULD INCLUDE THE FOLLOWING:

+ reason(s) for reguesting the appeal; and
« zdditional documentation in suppart of the request. This includes objective medical information refevant to the

iszues and time pericd surrounding the alaim.

The appeal dacision will be cammunicated dirzctly to the person requesting the review. You will also be notifiad of the
decision,
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‘RDUF’ LONG TERM DISABILI
INITIAL CLAIM SUBMISSION

Date

To:

Becauss of your continuing disability, you may be eligible for benefits under your emplayer's Group Long Term
Disability insurance program. : ‘

To file a claim for benefits, the two enclosed STATEMENTS must be completed and returned to us.

1. Comglete the top section of the PHYSICIAN'S STATEMENT which identiftes you. Make sure that you also sign
and date the appropriate spaces for the authorization in this section.

2. Next, give the STATEMENT to your doctor to complete and instruct your doctor to return the form to you.

3. In the meantime, you should complete the LTD EMPLOYEE'S STATEMENT and hold this form until you receive
the completed PHYSICIAN'S STATEMENT fram yaur doctor.

4, Once you receive the completed PHYSICIAN'S STATEMENT from your docter, return both STATEMENTS o the
persan named below. The forms will be forwarded 1o the insurance company.

You may be cantacted by a claim adjuster before a disability benefit can be paid to you. Itis in your best interest ta
cooperate fuily to eliminate any delay in processing your claim for benefits.

if you need additional assistance, call or write:

Name/Title:

Address:

Phane Number:
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How are Long Term Disability Bogalits Taxed?

According to Section 105 of the IR de, taxation of benefits is based on the a.ge ratio of an emplayer's premium
contributions to total premium (paid far all empioyees) for the last 3 policy years (or for the term of the policy if less
than 3 years). Determine the taxable percentage of a disabled employee’s benefits by using the follewing formuia;

Employer premium contributions for last 3 policy years
Total premium for last 3 palicy years

Benefits attributable to employee contributions made with post-tax income ara not taxabla. However, benefits
atiributable to employee confributions made with pre-tax income are taxable. ‘

When your coverage began, we nofified our Claim Department of the portion of premium you intended to contribute. If
the percentage changes, you must tell us 30 that we can notify our ¢laim office. If the percantage varles by
employee, you must provide the taxable percantage to our claim office when yeu submit the [nitlal Claim

Repart.

Responsibilities for the Payment/Repoerting of Taxes
Under current IRS regulations, we will bath have cartain responsibilities for the payment and reporting of taxes on long

term disability benefits.

Your responsibilities:

FUTA/SUTA
You are responsible for paying unemployment taxes at both the federal and state ievels. The Sickpay Report

(described below) will assist you.

Qur rasponsibilities:

FICA
Section 3121 (a) (4) of the Internal Revenue Code requires that we withhold a disabled employae’s portion of the FICA

tax from benefit payments made during the first six full calendar months of disabllity following the month in which the
employee's disability begins. After the first six full calendar months, no further FICA deductions are required,

As an additional service to you, CNA will make the matching employer's FICA contribution and repart the deposits and
the rnatching contribution on our Form 941, YOU WILL NOT NEED TO PAY THE EMPLOYER'S PORTION OF FICA
OR REPORT FICA DEPOSITS TO THE IRS FOR YOUR EMPLOYEES WHO RECEIVE DISABILITY BENEFITS
FROM OUR COMPANY. You are only responsibie for the FUTA/SUTA taxes as stated above.

FiT/8IT
Section 3402 (0) (4) of the Internal Revenue Code requires that we withhald Federal Incame Tax (FIT) from benefits

when specifically requested by the ¢laimant. These withhaldings will be deposited with the IRS in accordance with IRS
requirernents.

State Income Tax (SIT) withholding will also be made when specifically requested Dy the claimant and deposited with
the appropriate state agency.

Form W-2
As an additional service to you, CNA will provide a W-2 to each of your disabled employees far the amount of LTD

benafits that they receive from us. For your records, we will provide you with a capy of each W-2 mailed to your
disabled employees. This service will significantly ease your administrative responsibilities and is provided at no

additional cost to you.

If you do not want us to provide a W-2 form to your disabled employees who recaive LTD benefits, you will
need to notify us in writing. You will then be responsible far (1) paying the employar's matching portion of
FICA and reporting these to the federal government; and {(2) providing W-2's to each of your disabled

employees.

Reports
The Internal Revenue Code, Section 8051 {f) (1), requires us to furnish a written statement that contains the amount of

sickpay payments made to each of your disabled employees. Ta camply with the Law, CNA will provide you with @
copy of the Explanation of Benefits (EOB) and the Sickpay Report.

Nnt18
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Explanation of Benefits (EOB)

We will provide an Explanation of fits each time wa make a benefit paym.tﬂ a disabled employee. The EQB
contains the following information:

Gross benefit amount;

Amount of FICA withheld;

Amount of Federal Income Tax withheld;

Amount of State Income Tax withheld; and

Net benefit amount paid.

[ DN T T R |

The EOB is CNA's official tax withhalding natification document provided to you as required by IRS law. To ease your
work in connection with tax depasit and reperting requirements, we suggest you use the EOB as the input source ta
your payroll systerm. In this way, tax deposits relating to disability benefits would become part of your normal tax

program and the preparation of year end W-2 farms.

Sickpay Report _
Quarterly, we will provide you with a Sickpay Report. The Report contains a year-to-date summary of the information
contained in the Explanation of Benefits for each disabled employes and for your company as 3 whole, The Sickpay
Report also contains spacific information conceming year to date taxable and non-taxable income and the amount of

wages subject to FICA (hath Social Sacurity and Medicare) for each individual as well as each claimant's adoress,
social security number and claim aumber,

If you do not receive a copy of the Sickpay Report ¢r W-2, call cur toll-free number (800) 262-8278 and we will send
you another copy.

While we are happy to provide these services for your company, gach individual employee may have particular tax
issues or concems that need to be addressed. Please encourage these empicyees to seek advice from personal tax

consultants or representatives.

THANK YOU FOR CHOOSING CNA AS YOUR GROUP DISABILITY INSURER.
YOUR COOPERATION IN ADMINISTERING THIS IMPORTANT INSURANCE PROGRAM I3 APPRECIATED.

nn"n119
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IN THE UNTTED STATES DISTRICT COURT -/ #0

FOR THE DISTRICT OF IDAHO

DARWIN CASPER, cral,,
CASE NO. CV 00-349-E-MHW

Plainti(Ts,
v.
ORDER
TDAHO FRESH PAK, INC., et al,,

Delendants.

Currently pending before the Court for its consideration 15 Plainti{ls’ motion for
reconsideration of order (docket # 38), filed November 19, 2001. Having reviewed all bricfing
submitted, as well as other pertinent documents in the Court’s file, and having heard oral
arguments, the Court makes its ruling as follows.

L.
Procedural background.

On October 31, 2001, an Order was {ssued which dealt with the motions pending at the
time (docket # 37), including Plaintiffs’ motion to amend the complaint, Plaintif{s’ motion to
compel discovery, and Defendants’ motion for determination of the standard of review and for 2

protective order (against depositions and other discovery requests). Al the timc the order was
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issued, no apparent responses to the motions had been filed, despite extensions of time having
been granted. (It tumed out that the parties had cach filed responsive briefs on October 29 in
Pucatello, however, these were not docketed until November 1.) The October 31 order granted
the motion to amend, denied the motion to compel discovery, slaled that the standard of review
would be .in accordance to the Defendants’ statement of the law (i.e. abuse of discretion), and
granted the Defendants a protective order against discovery.

Plaintiffs filed a motion for reconsideration of the October 31 order as lo the rulings on
the issues of discovery and the standard of review, arguing that the Court’s ruling was In error
apd not in accordance with the law. PlaintifTs’ position is that the plan admimistrator, who is also
the plan's insurer, had an actual conflict of interest which requires the Court to review the
decision t¢ deny benefits de nove. Defendants deny this and assert that the judicial standard of
review should be based on whether the decision was an abuse of discretion or arbitrary and
capricious.

II.
Factual background.

The decedent, Carey Hunting, died from respivatory [ailure sccondary to having suffered
bums over 90% of his body as the result of an explosion in his home. The explosion and fire
occurred on May 20, 1998, and he was hospitalized at the burn center n Salt Lake City from May
21, 1998, until his death on August 2, 1998. At the time of his death, Hunting was an employee
ol Delendant Idaho Fresh Pak, Inc, which had an employee benefit plan governed by ERISA.

During the course of his hespitalization, Hunting incurred over $800,000 in medical care

costs. Initially, because the explasion and fire at Hunting’s home were presumed to have been
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accidental, the employee benefit plan paid a little over $60,000 of the medical bills, Later,
however, after investigations by the City of Righy Police Department, the State Fire Marshal, and
the Caribou County Sheriff's office were concluded, the evidence was such that il appeared to the
law enforcement agencics that the cxplosion occurred as the result of an attempted suicide,

Once the plan became aware of the conclusions of law enforcement, and because the
cmployes beneflt plan excludes coverage for injunes which are intentionally self-inflicted or
altempted suicide, the plan refused to pay any further benefits and sought rexmbursement of the
costs expended on Hunting’s behalf.'

The house that Hunting renied was very small and consisted of a bedroom and living
room in the front of the house and a kitchen thal hidd been added on at the back of the house off
the living room, A small bathroom was accessible at the rear of the bedroom. On the wail that
scparated the living room and bedroom was a furnace (hat was powered by propane. A large
propane tank sat outside the rear of the house. The umace is the only appliance in the house thal
utilized propanc. On the day that the explosion occurred, May 20, Hunting ordered 350 worth of
propane to be delivered to hig tank in the moming. The tank was noted by the delivery driver to
be completely empty. Hunting had not had propane delivered for several months before this, but
would usually have $50 worth delivered each month during the winter.” At the time Hunting
ordered the propane, he askad that the driver be told to leave the tank on because the furnace

appliance would light itself. [lowever, because it is company policy to turn the tank off, the

! Tt should be nated that Tdaho Frosh Puk's exposure [or eogta under the plan is limited to $60,000.
Beneftts under the plan or costs above that amount are insured by an insurance underwriter, Fresh Pak recoversd
about 317,000 of the amount of costs it had expended but has been unable to recover mor,

i ro . . - ]
" Fifty dollars was considered 1o be the minimum order that the propane company would deliver.
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driver Teft a note stating that the tank had been turned off, the propane was dispensed, and the
tank was left off. The driver noted that the gauge on the tank indicated that it was 40% full at
that time. Hunting told the propane company when he placed the order that he would come
home at his lunch time to wm it back on.

Late that cvening, a huge expldsion and fire occurred in Hunting’s house. Hunling's next
door neighbor was on his front porch at the time it happened and stated (hat he saw Hunting
blown out the front of the house (owt of what he thought was the bedroom). When the fircmen
arrived al the scene on the night of the explosion, they had (o tum the propane tank off.

Hunting was found approximately 30 feet from the front of the house. The front windows werg
blown vut. The front door was blown off its hinges, The front of the house was blown off the
foundation. The bedroom door was also blown off its hinges and into the bedroom. One wall in
the kitchen was blown out and the roof over the kilchen collapsed. The propane gas from the
furnsce was believed o have ignited and caused the explosion but the source of ignition was
never determined.

The pext day, Hunting's brother was accompanied by a Rigby police officer to the site.
The brother was hoping to locate the keys to Hunting's car ag wel] as his wallet. Although
everything inside the home had been consumed by the fire, they found a pair of jeans under the
bedreon door which had Hunting’s keys and wallet in 4 pocket. Becausc the bedroom door had
been blown off its hinges und Lty on the bedroom [loor, it protected the jeans from burning.

In addition to the jeans, however, they also discovered a 27" length of garden hose that

ran under the door. It was charred at each end and the rest of it that was not protected by the door
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being on top of it had obviously roelted in the firc. This caused the police oificer to become

suspicious and he requested that the State Fire Marshal inveﬁstigate.

At the scene, the Fire Marshal discovered that the connecting gas line leading from the
propane tank to the furnace had been disconnected from the fumace, so the conncetion betwesn
the furnace and the tank was not complete although the tank was tarned on and the thermostat
had been tumed up. The Murshal also noticed a burn pattern on the Hoor from the area in the
bedroom where the hose was found that led across lo the furnace. The Fire Marshal also found
the “female” end of the garden hose lying next to the connecting hosc of the furnace. The
remaincer of the garden hose had melted. The brass end, however, remained intacl. It was not
found attached to the connecting hose but the Fire Marshal allowed as to how it would have
made a “snug” conncction to the gas connecting hosc.

The Fire Marshal concluded that the gas line was disconnected to the furnace and
connected (o the garden hose, which was run into the bedroom, and gas was allowed to
accumulate until it was ignited, causing the explosion ang fire.

The Rigby Police Department conducted interviews with Hunting's family and fricnds
about his mood and whereabouts prior to the explosion. Several people stated that Hunting had
been drinking heavily in the days before, that he was a manic-depressive who had been offhis
medication for several months, and that he made statements that he “had a date with a train” or
that he had considered trying to tun his car off the road, Hunling's ex-wife staled that he visited
her and their children and told them that ke was poing away and that they would never see hirm
again. The ex-wife reported this to the Caribou County Sheri{f and they had attempted to Jecate

him to do a wellare check, bul were unable to find him. One evening, Hunting's niece and

Qrder - Page 5




@
anolher friend, Larry Cripps, attempted to get Hunting sobered up an, although they felt was over
being suicidal by the ncxt day, Cripps remained concerned, On the day of the explosion, Cripps
drove by ITunting’s house several times to check on him, but never saw Hunting's car there.
Hunting actually was home that evening, but had parked his car about a blocic away at a store.

As stated, the third-party plan administrator initially paid Hunting’s medical bills. The
third-party plan administrator is IEC Benefit Admimistrators, [nc. IEC is only responsible for
processing claims and making payments, but it does not make goverage decisions under the plan.
A bhoard of three Fresh Pak emplayees is in charge of making coverage decisions under the plan.
In December, 1998, afler the plan received the reports from the three law en forecment agencies,
(he three-menber board determined that the ¢laims for Hunting’s medical care should be dented
because they werc incurred as a result of intentional sell-injury or attempted suicide, whigh is
excluded from coverage under the plan.

Fresh Pak scnt a notice of denial of benefits lo Hunting’s estatc at his last known post
office box address. At that time, no estale administrator had been established, however, so the
estate claimed that it nover received this denial. Sometime in 1999, the cstate submitted an
administrative appeal of the plan's denial of benefits. On September 8, 2000, the plan
administrators issued a written decision affirming the denial of coverage on the ground (hat the
medical expenses aruse out of a suicide attempt.”

On November 1, 2000, the Hunting estate requested to reopen the administrative appeal
process and have a “second review” of the plan’s decision to deny benefits. Although the plan

administraters indicated that they considersd the decision of September 8, 2000, to have heen a

! This suit was filed on June 22, 2000, prior to the completion of the administrative appeal process.
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final decision, they nonetheless decided to grant the estate’s request.  In the estate’s second
request, it offers explanations [or a number of the factual circumstances, such as why the gus
connecting hosc was disconnected, why there was a garden hose in the house, ete., lo show how
these factors were actually inconsistent with the idea that flunting was atternpting suicide. The
estate also presents the report of a forcﬁsic scientist who tested the length df garden hose thal was
found in the bedroom and concluded that the garden bose did not contain any residue of propane
gas. On January 23, 2001, the plan administrator issucd its second written decision reatlirming
the denial of coverage on the ground that the medical expenses were the result of Hunting's
suicide aftcmpt.
1L,

Plaintiffs’ motion to reconsider.

The Court finds that therc is good cause to reconsider the order issued on Qctober 31, and
Plaintiffs’ motion to reconsider will be granted. The reconsideration will be limited to the i1ssues
of whether Plaintiffs should be allowed to conduct discovery and what the standard of review
will be.

1v.
Plaintiifs’ motion to compel
and
Defendants’ motion for determination of the standard of review.

Al the heart of the issues is what standard of review is to be employed in this casc.

Plaintiffs argue that, because the plan administrator is also the plan’s insurer, an actual conllict

exists which afTected the decision to deny benefits, so the estate is therefore entitled to have the
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Court employ a less deferential de nove standard of review, The Defendants argue that no actual

conflict oxisted under the facts of this case and that the Plaintiffs are only entitled to the é.busc of

diseretion standard of review by the Court,

This ERISA casc is unustial in that, based on the Plaintiffs’ arguments, before the proper
standard of review can be determined, the issue of the apparcnt conflict of interest must be
resolved. Typically, where a benefit plan gives the administrator or fiduciary the discretionary
authority to determine eligibility for benefits or to construg the terms of the plan, the Court will
review the exercise of that discretion of deny benefits lor abuse of discretion. See Firestore Tire
& Rubber Co. v. Bruch, 489 U.5. 101, 115, 109 S.Ct. 948, 103 [.Ed.2d 80 (1989); and Winters v.
Costco Wholesale Corp., 49 F.3d 550, 552 (9th Cir. 1993), quoting Taft v. Equitable Life
Assurance Soc'y., 9 F.3d 1469, 1471 (9th Cir. 1993).

However, il'the plan administrator is also the insurer, “that conflict [of nterest} must be
weighed as a ‘factor in determining whether there is an abuse of discretion'.” Snow v. Standard
Ins. Co., 87 F.3d 327, 330 (9th Cir. 1990), quoring Firestone, 489 U.S. at 113, A review where
such a conllict of interest exists is “less deferential” although still for abusc of discretion. See
Lang v. Long-Term Disability Plan of Sponsor Applied Remote Technology, Inc., 123 F.3d 794,
798 (9th Cir. 1997), citing Snow, 87 F.3d at 331.

If, howsaver, the beneficiary presents “material, probative evidence, beyond the mere fact
of the apparent conflict, tending to show that the fiduciary’s self-interest caused a breach of the
administrator's fiduciary obligations (o (he heneficiary,” Lang, 125 F.3d at 798, quoting Anvood
v. Newmont Gold Co., 45 F.3d 1317, 1322 (9th Cir. 1993), then a rebultable presumption arises

in favor of the beneficiary. The plan the “bears the burden of rebulting the presumption by
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producing evidence to show that the conflict of interest did not affect its decision to deny or
terminatc benefits.” Jd, Tfthe plan fails to carry its burden of rebutting the presumption, then the
judicial review is based on a de nove standard. 7d., quoting Aiweed, 43 F.3d at 1323,

In this case, Fresh Pak both funds the plan and acts as the plag's administrator as to
decisions about benefits. This is the apparent conflict of interest that Plaintiffs rely on to argue
that they are entitled to a de nove revicw. Plaintiffs have not actually presented any evidence as
to why they belicve that the apparent conflict rises w the level of an actual conflict, however,
they want to engage in discovery in order 10 determine the impact of the actmal conflict, Ttisup
(o the Court to decide whether there is sulTicicnt “material and probative evidence” to trigger a
rebuttable presumption that Fresh Pak had an actual confhict of interest which affectad its
decision to ultimately deny Hunting any benefits. This is the threshold issue which must be
decided before the Court ean determine what standard of review to apply to the decision-making
PrOC&ESs.

Plainti fTs rely on two recent Ninth Circuit cases to support the propasition that the Court
is required to allow them to present evidence outside the administrative resord so that the Court
can determine the effect that the Defendants’ apparent conflict of interest had on the decision to
deny benefits: Regula v. Deltu Fumily Care Disability Survivorship Plan, 266 F.3d 1130 (9th
Cir. 2001); and Tremain v, Bell Industries. Inc., 196 F.3d 970 (9th Cir. 1599). In Regulu, the

appeliale court slated:

Because in this case Delta acted as both administrator and funding source
for the plac, and evidence of this contlict was before the district court at the time
of summary judgment, the district court should have determined whether the
apparent conflict of intcrest was indeed serious enough to have resulted in
wreach of fiduciary duty before choosing the appropriate standard of review to be
applied lo the Plan’s disability determinations. Thus, the court erred in Suiling
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even to consider whether Regula provided or could provide maserial, probative
evidence of a breuch of fiduciary duty.

Regulu, 266 F.3d at 1145 (emphasis added).  In an instance where a plaintiff raises the issue of
apparent conflict, il appears that Regula requires that the judicial assessment of an apparent
conflict be managed througls 2 burden-shifting scheme and that the parties must be permitted the
opportunity to present evidence and arguments regarding the fulfillment of their respective
burdens, Id. at 1146, including the opportunity (o present additional evidence regarding the
alleged conllict of interest, 50 as “to enable the full exercise of informed and independent
judgment.” Jd. ai 1147 (citations omitted). De novo review of a plan that, as here, gives
discretion o an administrator remains inappropriate unless the plan beneficiary’s cstate comes
forward with matcrial, probative evidence to show that the administrator’s self-intercst caused a
breach if the fiduciary obligation to the beneficiary. /d. at 1146 (citations omitred). Ifthe estate
meets its burden, then the Defendants could rebut he evidence by showing that its decision to
deny benefits was supported by specific, legitimate reasons that are based on substantial evidence
in the record. fdl at 1147,

The Court has considered the Defendants’ argument that the apparent conflict ol interest
was not actual because it did not affect its decision to deny benefits as they had no financial self-
intcrest in the decision to deny the benefits. They point to the fact that Fresh Pak’s sxposure in
this case was limited to $60,000, which they consider to be a small amount, and that the plan
pays many claims cvery year without question. The Court has also read and considered the
Defendunts’ supplemental post-hearing brief regarding whether they could have intervigwed

Hunting in the hospital before hus death.

Grder - Page 10




The Cotut agrees that this information, coupled with the reports by three separate law
cnforcement agencies, would tend to support Defendunty” argument that PlaintiiTs have not
shown sufficient material and probative cvidence to irigger a rebuttable presumption thal Fresh
Puk's apparent contlict affected its decision to deny benefits. However, this is not the proper
manner in which the issue is to he dotormined, The Regula decision appears to mandate that the
Court is required to allow the Plaintiffs to present additional evidence, includmg evidence from
outside the administrative record, in order lo determine the effect of the apparent conflict of
interest. After much consideration, and recognizing that this case is in a very unusual posture for
an ERISA matter, the Court is compelled by the decision in Regula (o allow Plaintiffs o conduct
a lintited amount of discovery for the purpose of inquiring into the areas stated at the hearing,
such as what did the plan administrators know and whea did they know it.

Accordingly, the Court will allow Plaintiffs to take one deposition of one ol the three plan
administrators of Plaintiffs’ choosing, Afler that, the parties will be given time in which ta
submit their arguments as to whether the apparent conflict of intcrest was an actual conflict that
affected the plan administrators’ decision to deny benelits and, based on that, what standard of’
review should be cmployed. If there is no probative evidence that the apparent conflict had an
impact upon the plan administrators’ decision, then the case will proceed as an administrative
review cagc under the abuse of discretion standard on summary judgment procecdings, If, on the
other hand, Plaintiifs establish probative evidence of an actual conflict that the Defendants

cannot rebut, then the case would proceed to a (rial de novo.
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ORDER

Based upon the foregoing, the Court being fully advised in the premises, IT IS HEREBY
ORDERED that;

1) Plaintiffs’ motion for reconsideration of order (dockct # 38), filed November 19,
2001, is GRANTED.

2) Plainti(fs’ motion to compel discovery (docket # 25), filed September 4, 2001, i3
GRANTED to the limited exten that Plaintiffs shall be allowed to take one deposilion of one of
the three plan administrators of Plaintiffs’ choosing. This discovery must be completed within
the next thitty (30) days, or #o later than Wednesday, March 20, 2002,

3 Plaintiffs shall be required to submit a brief on the 1ssues of apparent/actual
conflict of interest and the standard of review (as discussed above) ne later than Friday, Aptil

12, 2002,

4) Defendanis shall submit their brief in response ne later than Monday, Muy 6,
2002,

5) Defendants’ motion for leave to file post-hcaring supplemental brief (docket
# 46), filed February 7, 2002, is GRANTED.

6) Because this case has been reassigned, the trial currently sct to commence on

Tuesday, March 12, 2002, before the Honorable Edward ., Lodge is hereby VACATED.

DATED: February &, 2002.

.
-

MIKEL H. WILLIAMS
UNITED STATES MAGISTRATE JUDGE
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